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ABSTRACT A subcommittee report introduces the subject of these 

joint hearings — the problem of infant mortality in the United States; 
addresses the need for the legislation; sununarizes the proposed 
legislation; and lists endorsing organizations. The hearings examine 
both the scope of the problem and S. 1209, legislation to create a 
national commission to prevent infant mortality. Testimony, which 
includes ^^emarks by persons experiencing problems and participating 
in programs, reports: (1) efforts made to address the problem in 
Texas; (2) the work of the Southern Regional Task Force on Infant 
Mortality in South Carolina and Virginia; (3) Florida' s program goals 
and interest in the legislation; (4) prenatal care of migrant 
workers; (5) activities of the Economic Opportunity Family Health 
Center of Liberty City in Miami (Florida); (6) human and economic 
costs of infant mortality and differences preventive measures make; 

(7) dimensions of the problem ... Florida and efforts to address them; 

(8) programs of obstetric, pediatric, and neonatal intensive care 
units; (9) differences prenatal care can make to mothers' and babies' 
health; (10) the Children's Home Society's special prevention 
programs for high risk teens; (11) major trends in infant mortality 
and related statistics for the United States, reasons trends are 
occurring, and responsive activities of the U.S. Department of Health 
and Human Services; (12) the Reduced-Fee Maternity Program of 

Providence Hospital's Center for Life, Washington, D.C; (13) 
dimensions of and approaches to the problem of infant mortality in 
Minnesota; (14) infant mortality among b icks in Washington, D.C.; 
and (15) approaches to preventing low h thweight among .if ants. 
Material rubmitted for the record, in addition to statements and 
letters, includes a research report on racial and socioeconomic 
disparities in childhood mortality in Boston, MA, other articles on 
infant mortality, the text of S. 1209, and an extensive summary of 
ways to prevent low birthweight. (RH) 
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A REPORT 
PREPARED BY THE 
SENATE SUBCOMMITTEE ON INTERGOVERNMENTAL 
RELATIONS, 
COMMITTEE ON GOVERNMENTAL AFFAIRS 
UNITED STATES SENATE 



LETTER OF TRANSMITTAL 



U.S. Senate, 

Subcommittee on Intergovernmental Relations, 

Committee on Governmental Ajffairs. 

Hon. WiLUAM Roth, 

Chairman, Committee on Governmental Affairs, 
U,S. Senate, 

Dear Mr. Chairman: The Subcommittee on Intergovernmental 
Relations held hearings and conducted inquiries into the problem 
of infant mortality. What we found during that inquiry left us 
thoroughly convinced that we must do more to promote better 
health care for pregnant women and infants in America. 

During the course of Subcommittee hearings, experts on child 
nutrition, educators, community activists, he^th care profession- 
als, and individual mothers all successfully pointed out the lack of 
a coordinated effort on the part of all elements who are trying to 
combat this problem. 

In anticipation of further Congressional action on this matter, we 
are hereby transmitting for publication the report by the Subcom- 
mittee on the problem of infant mortality and the need to enact S. 
1209, legislation to create a National Commission to Prevent Infant 
Mortality. 

Sincerely, 

Lawtcn Chiles. 

(Ill) 
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I. INTRODUCTION 



Infant mortality refers to the number of babies who are born 
ahve but die before their first birthdays. The rate of infant mortali- 
ty has historically been used as a judge of a developed country. 
Here in the United States, despite the fact that we are one of the 
wealthiest and most advanced countries in the world, our infant 
mortality rate, as reported in the 1985 State of the World's Chil- 
dren report, was higher than 15 other countries. 

The Subcommittee on Intergovernmental Relations of the Senate 
Governmental Affairs Committee held three hearings on different 
aspects of the infant mortality problem: one in Miami, FL; one in 
Pensacola, FL; and one at Providence Hospital in Washington, DC. 

The hearings were held to examine S. 1209, legislation to create 
a national commission to prevent infant mortality. Also, the hear- 
ings were fact-gathering efforts to examine the scope of the infant 
mortality problem, elucidate which wonien are at most risk, and 
propose other ideas to reduce infant mortality. 

Senator Lawton Chiles, the subcommittee's ranking minority 
member, voiced his concern about this issue in an opening state- 
ment at the Subcommittee's hearing at Providence Hospital on Oc- 
tober 31, 1985 Senator Chiles said: 

"This hearing today is for me, the culmination of the beginning 
phase of raising public awareness tbout the seriousness cf infant 
mortality in this country. In two hearings held in Florida this 
summer, I heard from approximately 25 witnesses. Those witnesses 
included health care delivery specialists, elected public officials, 
health and medical officials, and individuals who had expe^'ienced 
some of the problems of trying to get proper health care during 
pregnancy. 

"I also visited clinics and hospitals in Tampa, Tallahassee, Fort 
Myers, Jacksonville, and Fort Lauderdale to see what the State of 
Florida provides in the way of services to pregnant women and 
their babies. Many of those places have implemented programs 
which make some inroads toward progress on this issue, but there 
is much more to do. 

"Let ne take a moment to talk about S. 1209 ard what I hope 
this lO^slation will accomplish. First of all, let me assure everyone 
that I don't see an I ifant Mortality Commission that will be cre- 
ated b} law, issue a report, and that's it. I agree with critics who 
say the* study commissions who tell us the obvious are not worth 
the ink it took to create them. What S. 1209 would do is create a 
commission with a clear mandate for legislative and administrative 
acion designed to vigorously attack the problem before us. The 
commission would coordinate and focus the efforts of many groups 
who have been working in this vineyard for many years. Also, a 
commission created by the Congress as a focal point for action 
cannot be easily ignored. 

(1) 
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"When this bill passes and becomes law, it will be our commis- 
sion, Congress' commission. It's easy to ignore somebody else's baby 
crying in the night- '^.'s a lot harder to ignore your own. This will 
be our baby, and I expect Congress to heed its cry." 

Senator Dave Durenberger, chairman of the subcommittee, com- 
mented at the same hearing: 

"It is certainly true that, as a nation, weVe made steady im- 
provements in reducing intant mortality. In 1982, the last year for 
which we have official figures, the rate was 11.5 deaths per 1,000 
live births. Some new quarterly figures indicate that rate has 
fallen even further. 

"But it's important to remember that, as always, statistics are a 
lot like a fig leaf: What they reveal is suggestive, but what they 
conceal is vital. 

"First, our infant mortality rate is still higher than more than a 
dozen other developed nations. 

"In a nation that prices itself on providing the finest medical 
care in the world — and spends more than $1,500 per person on 
health care each year— that is a national disgrace. 

"It's not just the deaths of children at issue here today. It is also 
the thousands of infants who survive their first year, but spend 
their lives with serious and debilitating illnesses and handicaps, 
many of them also preventable with good prenatal and neonatal 
care. These are the kids that don't show up in the infant mortality 
figures, the kids suffering from what's known in medical jargon as 
"infant morbidity." 

"For all of these reasons, we are calling for a National Commis- 
sion on Infant Mortality— or infant mortality and morbidity— and 
for all of these reasons we are having a hearing today." 

II. NEED FOR THE LEGISLATION 

The subcommittee feels there is a need for a short-term Commis- 
sion in order to define a national policy to reduce infant mortality. 
By bringing together the various perspectives on the infant mortal- 
ity issue, a targeted plan to prevent and reduce infant mortality 
can be created and used wisely by our Nation. 

At first glance, the United States seems to be making progress in 
reducing infant mortality. Since 1965, the U.S. infant mortality 
rate has fallen by almost one-half. The most recent figures by the 
National Center for Health Statistics show that the infant mortali- 
ty rate in *984 is 10.6 deaths per 1,000 live births. These figures 
look promising; however, there are alarming trends taking place 
that are of concern to all. First, the incidence of low birthweight 
babies is not dropping. In fact, there are signs that this rate is 
slowly increasing. Also, the gap between black and white infant 
mortality rates is increasing. And there is also aii increase in 
deaths of babies that survive the first month of life, a trend that is 
closely associated with pove *v factors. Finally, the percentage of 
women receiving no care or L.^.ayed prenatal care has increased for 
the past 3 years. 

It turns out that most of the progress made in decreasing tb<^ 
IMR has been due to improved survival of low birthweight infai ^ 
through major medical and technological advancement in naonatal 
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intensive care. Since the main cause of a high infant mortality rate 
is low birthweight, we will never be able to make a real dent in our 
high infant mortality rate until we address the problem of babies 
born underweight. 

Who is at risk of having a low birthweight infant? Teenagers, 
poor women, and nonwhite women are most likely to have a low 
birthweight infant. In fact, black infants are about twice as likely 
as white infants to die before .heir birthdays, and babies born to 
teenagers are twice as likly to die before their first birthdays as 
babies born to women in their twenties. A sad but true fact regard- 
ing this situation is that the women most likely to have low birth- 
weight babies are also the one least likely to get adequate prenatal 
care. Other factors associated with the infant mortality rate are 
smoking, poor nutrition poor post-partum care, alcohol and drug 
abuse, and Sudden Infant Death Syndrome [SIDS]. Some of the in- 
direct problems associated with low birthweight infants include a 
higher chance of learning disabilities and more frequent problems 
of child abuse. While some of these factors are associated with 
income level, women at all income levels can cut down their 
chances of having a low birthweight baby Dy following sound pre- 
natal advice. 

The costs of a high infant mortality are felt throughout all as- 
pects of our society. Ine trauma of losing a child in its early life is 
devastating to a family. Besides this social cost, there is a stagger- 
ing medical cost to keep low birthweight infants alive. The annual 
cost of neonatal intensive care in the Un^^ed States exceeds $1.5 
billion. The average cost to "graduate" an infant from a neonatal 
intensive care unit is between $20,000-$ 100,000 per infant. It is 
clear that hospital care for low birthweight infants is dramatically 
more expensive tnan preventive care. A study done by Harvard 
School of Public Health found that treating the consequences of 
low birthweight after birth is three times more expensive than pre- 
vention through the Women, Infants and Children [WIC] Program. 

Federal Efforts To Combat Infant Mortauty 

Although steps aie now being taken to deal with the problem of 
infant mortality, we have a long way to go. Many of the services 
presently offered at the Federal level dealing with infant mortality 
are nonsystematic and madequate. 

Senator Chiles and Durenberger challenf,ed Dr. James Mason, 
Acting Assistant Secretary for Health, U.S. Department of Health 
and Human Services, in the D.C. hearing, to outline the actions 
HHS had taken so far to combat infant mortality in an oi^ganized 
and effective way. 

Dr. Mason stated that HHS has different programs designed to 
address the inflant mortality problem. Among those are a Black 
and Minority Health Task Force which included a subcommittee on 
infant mortality. The Public Health Service [PHS] low birthweight 
prevention work group has responsibility for providing scientific 
analysis and coordinating infant mortality and low birthweight 
prevention activities. The PHS also administers the Maternal and 
Child Health Block Grant, Community Health Centers, migrant 
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health centers, and the Indian Health Service. PHS has sponsored 
the Health Mothers, Health Babies Coalition at the national level. 

Dr. Mason Finally, the Public Health Service is as.<7enibling teams of health pro- 
fessionals, referred to as Infant Mortahty Review Teams, to provide, upon request, 
expert assistance to states in reviewing infant mortality and mo bidity data 

Senator Chiles. How many of those teams ' ve we got. Doctor' 

Dr. Mason. I have to ask Doctor Hutchins 

Dr. Hutchins. There are about three visis made. 

Senator Chiles. Three visits? How many teams are there*^ 

Dr. Hutchins. We put the team together for each state that requests a visit, so 
the teams are made up of people from the Public Health Service as .veil as consult- 
ants from outside the government, and the three that we have do so far have not 
had the same composition. 

Dr Mason We can provide that all 50 States, if those requests come in. 

Senator Durenberger. Simaltaneously*^ 

Dr Mason Not simultaneously. 

Senator Durenberger. That is probably his quertion 

Senator Chil'^s. Three in what period of time*^ 

Dr Hutchins Since midsum^ner of this year 

Senator Chiles continued to press HHS about actions they have been taking to 
reduce infant mortality at the local level. 

Senator Chiles. You say in your stateme.it, "We need to be ibout the task of 
acting on what we know " Doctor, I don't think we are about that task I don't think 
anybody is in charge or anybody is about the task. Tell me, is there a coordinated 
plan now to get this information out, to u»-ing together the State and local govern- 
ments, to convince those people that this is cost-effective as well at humane? 

Dr Mason There is within the health a.re, within the public health system . . . 
What I am saying is we are delivering it out there We cannot act as comprehen- 
sively as Senator Durenberger has said, because we are only one department of the 
Federal Government, and I agree with that 

Later, Senator Durenberger addressed Doctor Mason about his 
comments that the Commission was not really necessary. 

Senator Durenberger. Why do you person nally feel that we shouldn't do some- 
thing more visible, more rallying in a scope to focus the people of this country on 
the fact that they have to devote some resources in some fashion, to helping us solve 
this problem, both of mortality and morbidity? 

Dr. Mason. I a^ee totally that we need to do something, but often a nation? 
commission is an easy solution. Everyone sits back and says, "Now we have created 
a national commission, and we don't need to worry about it down in community x, 
y, or 2. 

Senator Durenberger. You wouldn't do that. You wouldn't lay back, would you'^ 
Would you go to sleep for 12 months while this commission operated. 

What Those Who Run the Programs Say 

The subcommittee heard from numerous people involved with 
preventing infant *nortality at the State and local levels. Overall, 
they felt that programs with which they were familiar were work- 
ing, but wero too limited in size and amount of caseloads because of 
limited Federal and State funding. 

Mr. Bob Roth, a senior vice president of Sacred Heart Hospital in 
Pensacola, stated in testimony: 

I guess our biggest concern from the standpoint of Sacred Heart 
Hospital is the availability of funding for such programs (improved 
pregnancy outcome projects) in the futu^'e. The State is not increas- 
ing funding and looking for methodologies to decrease funding, 
similar to what the Federal Government is, and the hospitals, in 
essence, are bearing a significant brunt. The related losses to this 
program for Sacred Heart Hospital is some $1 million last year. 
What our concern is is that this is a proven program, which is of 
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definite medical benefit, and on a long term basis is a cost reduc- 
tion orogram. 

i-oi. Jessie Trice, who is director of the economic opportunity 
Family Health Center in the Liberty City section of Miami, FL, 
told the subcommittee that her health center and reduced the 
infant mortality rate for her patients to just under 11 deaths per 
1,000 births. The infant mortality rate for the general population of 
the Liberty City area is 24 per 1,000. Also, of the 1,100 deliveries at 
her center last year, only two infant deaths occurred. 

Senator Cmixs. Well, you have had very dramatic results in your program, and 
that's such a plus. I hate to raise it, but the other side of that is, you are only serv- 
ing a small portion of the people in Liberty Gty where the need is. How do we 
enand that program, and is it information we are getting out, is it lack of funds? 

Ms. Tuci. We need more resources, Senator. There are many good programs 
within Dade County, not just ours. But as you heard Dr. Mahan say, within Dade 
County, the need for prenatal services and ail other health services is just so dra- 
matic, we just don't have facilities nor the persons to address the problem. 

Senator Chiijes. We can't afford not to put these resources in, can we? And you 
have had such dramatic results with just two repeat pregnancies out of 300 teen- 
agers, goodness knows, that's going to be the most cost^ffective programs in the 
world. 

Ms. Trick. I certainly believe that. 

Problems Skkn by Those Who Use Services in the CJommunfty 

The subcommittee heard from many public witnesses in its hear- 
ings who highlighted in personal terms the problems they have had 
regarding adequate health care for themselves and their babies. 

Ms. Elizabeth Baker, who had a healthy baby after having two 
previous miscarriages, said she had only one visit for prenatal care 
during each of her two miscarriages: 

Senator CmLn. Whv were you not able to get care in the first and second cases? 
Did you not know abc it it? 

Ms. BxnR. At the time, I was 17, and I didn't have — My financial situation 
wasn't that I could afTord to go to a doctor to get help. Then when I did apply for 
medicaid, I had to wait for my medicaid card to come, and by the time I got my 
medicaid care I had delivered the baby. 

Senator Chilu. So the red tape of tiying to get that help when you didn't have 
the financial wherewithal got you into that situation? 

Ms. Bakir. Yes. 

Ms. Aida White delivered a healthy baby after searching for many months to find a 
hospital who would take her as a client: 

Ms. WHfTE. After I got pregnant, my husband, he was in the service, and he got 
out of the service because he had a GI bill and he want to go to college. Then . 
was going to a doctor— I was 7 months pregnant and we was going to a doctor, then 
we fmd out there is no way wo can afford it, because they were asking for at least 
between $3,300 and $3,400. 

Senator Chilis. That was a deposit before you could go to the hospital^ 

Ms. WHmt. Oh, yes, sir. There is no way they will agree to have the payment, and 
we find out there is no way we can do it. Then vve find doctor who said, "OK. I'll 
take care of you, but you have to pay my fee before the baby bom, then you can 
make the hospital payment," which was $2,200. I have 90 percent chance of having 
caesarean, and if I have caesarean I have to pay double. . . . 



S. 1209 creates a National Commission to Prevent Infant Mortali- 
ty. 



IIL SUMMARY OF S. 1209 




ERIC 



6 



The independent Commission will be composed of x5 people who 
are experts in the field of infant mortality from the policy aspect to 
health care needs. States and localities will be represented as well. 

The Commission will be appointed as follows: two members of 
the Senate to be selected by the majority and minority leaders, two 
members of the House selected by the Speaker of the House and 
the minority leader, one Governor selected jointly by the majority 
leader of the Senate and Speaker of the House, two members repre- 
senting State and local government to be appointed by the Presi- 
dent, the Secretary of Health and Human Services, the Comptrol- 
ler of GAO, and six at-large members with demonstrated expertise 
in maternal and child health selected jointly by the Majority 
leader of the Senate and Speaker of the House. 

The subcommittee feals strongly that nurse-midwives should be 
represented on the Commission. Also, the subcommittee recom- 
mends that the Governor appointed be one who has been very 
active in one or the existing groups dealing with infant mortality 
in our Nation. 

The Commission's duties include: 

1. Identifying and examining Federal, State, local, and pri- 
vate resources which impact infant mortality. 

2. Identifying current financial, intergovernmental, and 
within the Federal Government, interagency barriers to the 
health care and services needed to prevent infant mortality. 
The subcommittee feels the Commission should focus especially 
on coordniation between HHS and the Department of Agricul- 
ture concerning provision of needed services to pregnant 
women and infants. The Commission should also examine what 
progress has been made to date within the Department of 
Health and Human Services in programs that HHS has de- 
fined to help reduce infant mortality. 

3. Reviewing other reports done in infant mortality and car- 
rying forward recommendations in those reports as appropri- 
ate. 

4. Recommending a national policy designed to change and 
improve the Nation's current approach to preventing infant 
mortality. The subcommittee feels it is vital that this policy in- 
volve private groups as well as Government entities. 

5. Reporting to Congress and the President what specific 
chanj;^es are needed within Federal laws and programs to 
achieve an effective Federal role in preventing infant mortali- 
ty. 

IV. ENDORSEMENTS OF S. 1209 

American College of Obstetrics and Gynecology. 
National Perinatal Association. 
March of Dimes, Inc. 
Southern Governor*s Association. 
Southern Regional Task Force on Infant Mortality. 
American Association of University Women. 
National Association of Public Health Policy. 
Nurses Association of the American College of Obstet'*ics and Gyn- 
ecology. 
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Florida Healthy Mothers, Healthy Babies Coalition. 

South Florida Perinatal Network. 

ChildNet of Minnesota. 

Minnesota Coalition on Health Care Costs. 

Minnesota Healthy Mothers, Healthy Babies Coalition. 

Minnesota Public Health Association. 

Children's Defense Fund-Minnesota Project. 

Minnesota Catholic Conference. 

Project LID. 

Minnesota Perinatal Organization. 
Minnesota Nurses Association. 
Urban Coalition of Minneapolis. 

V. WHERE DO WE GO FROM HERE? 

Among the three or four million cradles now rocking in the land 
are some which this Nation would preserve for ages as sacred 
things, if we could know which ones they are, 

Mark Twain reflec' I back in 1879 on a thought that still rings 
true to this day. Th truth of the matter is that we never know 
which one of the millions of babies born in our world every day 
will end up as a future President, statesman, religious leader, inno- 
vative engineer, pioneering doctor or precedent-setting judge. Aiid 
as a nation, we value every life as ..pecial and important, no matter 
where the life comes from. Because of our own moral code, we have 
the obligation and are justified in trying to make sure every child 
born into our nation has a healthy start in life. We have seen from 
the evidence presented in this report that there are many babies 
who never even get a chance to be born healthy, whether out of 
ignorance on the part of the mother, lack of money for care before 
and after pregnancy, or other reasons totally separate from the 
physical being of the newly born child. We in Congress have a re- 
sponsibility to act on the facts we know about what makes a baby 
born healthy, and to provide for a national direction to follow to 
make sure our babies are given every possible chance to become 
one of the "sacred" ones to which Twain referred. Let's act quickly 
and start moving toward healthier lives for our country's babies. 
They are too precious to ignore. 
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INFANT MORTALITY: 
ARE WE MAKING 
PROGRESS? ^ 



After a long period of declininf? infiint mortality rates in the United S'ates, Federal health 
officials have '■ecently expressed conce n that tho pace may be slowinj? 

The U S infant mortality rr.te droppc^ from 24 7 infant deaths (deaths of babies between birth 
and 1 yearofaKe)f.2r l.DOOhvebtrthsin 1965 toa rate of 11 2 in 198:J. adeclineof nearly o5 perc:nt 
The erajfe annual decrease 'n this period was 4 4 percent Since 1981. however, the pace of the 
(lot tint' has progressivt'lv slowed to a Itrvel ol ai jund 2 5 to 3 0 percent per vear 



This siowinst decline ha caused concern for seseral 
reasons Infint morulity rates are one of the mo=t lom 
munlv used indicators of a populition's health .status 
the\ are closely asMXiaied v» iih life ^'Upcctanc* levels 
TheU S Surjffon (Jeneral hashetagoalof reducinirthe 
infant martalitv rateto90bv 1990 Meeting this Roal 
wtll require an a vei .tge annual decrease of 3 1 percent 
from 1983 to ISW Finally despite the declininft trend 
the I' S continues to ha\ehigh levelsof infant mortality 
relative to othe"* 'ustrralized nations 

This conce' ' "n etnressed in several major 
studies of inu . aiid low brih weight The 

Southern Reg v< ^'orce on Infant Mortalit' 

formed h\ lh<'S Jtht>i ^ tk)\ e mors' Association recen, 
\\ ri'loAsod a siud\ \v hich shows ihe }v)Jlh hasthenigh 
iSt infant mortal iiv rato"^ -n the U S and recommends 
steps to improve Federal and State services The 
National Aiademv of Silences Institute of Mediiine 
published a report which deUils the problem!, of low 
birth weight ard n ommends approaches to lU pre 
\eiition 

Lmding Fttctur 

Uw birth weight IS the leading factor associaletl w Its 
infant morulitv m the Uniloil Stales Infants of lo * 
birth weight, defined as weighing levs than 2500 grams 
(5 pounds 8 ouncps) ire near I v 40 times more likoi^ 
than infants of i.j-mal birth weight to die during the 
first four weeks after birlh known as the neonala' 
period Although less inan 7 fHTcvnt of all Lirlh^ar of 
low birth v\eighl two thirdsnf alld»'aths in tht'fir .f{iur 
weeks otLur among low birth weight infants 

Foslneonatal (Jeaths (U'tween 28 da\ s and one vear 
old) are aIso lmke<l tobirlh wt>igh: Ijtiw birth weight 



infants are fi\e timos mure [ik>. chan infants uf normal 
birth weight todieduring the postneonatal period They 
account fo" 20 |>er(ent of postneonatal deaths 

Low birth weight is an indicator of inadequate fetal 
growth resulting from premature birth poor weight 
gain for a given duration uf gestation or both Manv 
factors tvptcallv assoeiateti with higher risk of infant 
morlalitv—suih as prenatal care smuking alcohol use 
and age and marital slatusof the mother— actuall.v ha\e 
their prtmarv effotl on hirlh weight Bv increasing the 
likelihood that a woman w ill ha\e a low birth weight 
infant these facu^rs increase the morLalit\ risk for that 
infant In addition low liirth weight infants lend tuhave 
health and de\elupmrnlal problems later in thildhood 
both as a result uf the siir\ i\aloi lesshealthv babies and 
asa result uf tht .ideeffci tsuftcTtHin neonatal tntensi\e 
care procedures 

Chart 1 shuws tht* sharpi) higher infant murtalitv 
rates among low and \erv luw birth weight infants 
\'er' luw birth weight is defined as l^iH) gran-. CI 
pounds ,lounces)orless \V ithin each weight calegurv 
the ir*anl murtal tv rates uf w hites and all ulher ra«.Cs 
are similar Morlaiitv rates among mfanl*. weighing 
less than I OO'igramsaregreater than 700 per 1 (MK)live 
births For in.ants lOtKlio 1499grams the rale is about 
2r>0 Among . ormal weight infanLs the rale is about 6 
per 1 00(1 lue b rths 

("hart 2 however shows the ix-rcenUge of infants 
born in can the low birth weight (ategories Kla( k 
infants art- than iw ite as hkolv as w hile infants to 
be of low ur » li>w birth weight For example U) I 
pertenl of black infanu weigh l.'jtK) to 2449 grams 
tompart'd to 1 X ix'rtentof while infants Also 2 1 jter 
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II III 1)1 hlat k iiilaiils u<>iKii U ^^ ithiti I )4Ki^n in)% u)iii 
l»*i«cti In iicrcnl of N\hiu» mf.4nu ^hl^ (liffcrrn(f 
iio(Mt>on blacks and w hiu-s in lht» (lislriliulnin 4if birih 
wciirhtsisthcrntical faiU»r m ih4MlifforiTii infanl nnn 
t.»liU rates of lh«? iu« nnnijis IUa<k infanl n>i)r(atilv 
r.Uf^arc ah()u( Iwin- a> hijfhas whiu- ralis 

( (iniiiaml loolhiT naliuns the 1' S hH^ a \vr\ hi^h 
|iro|NirU(in of infanls lK)ih of lo» Itirih wn^hl and vitv 
low liiMh \\4MKh( This failDr aliin»MliX's a jrn'al cU«al lo 
t'xplain the hi^h infani mi>rlali{\ ialc in (his iminitv 
ri'lalivf to oihor naMons of iDmparahli- econumu ami 
modkal dtMclopmcnl The U rank> l«'Uiw such 
nations a> Sutnlcn Ja^ian IX-nmark Norwa\ Fran*** 
Spam ( anada Kaot dcrrnanv and thr rnittnl Kinfr* 
dom 

InthcfirMha; » .cenlurv thi- U S ma*l** rcia 
tuely greater proh> in rt'dui ing di^th-< t*) posimn) 
naUl infants ImprovemenUsin publii health arnlsafetv 
reduced *l>'>aths to these ol*iiT infanLs w huh won-lai gt* 
l\ du*>toenv ironmental caust^s sw h as infcH li()us*|i>4'as4' 
and |H)or n*itnlion vSinte the mid lMt»()s thi- U .S has 
bivn ,)art'culariv suiies.sful in nniu* ing ikaths to ntM» 
natal mfanUs 

Asa result of "hese trends thodisinbulionof ntDnalal 
and iMisineunalal deaths has i hanged dramalnalU At 
the Itirn of the irnturv iwn thirds *>f all infanl deaths 
were |K)slniMinataI In IheearK P*7()s after dei a*ics of 
strong! improvement in iKrsineonatal mortalilv onlv 
almutone fnurvhof all infant iieaihs vwre (xtstntH) natal 
In ISHt as a result of the relatueh greater suiies-^-s 
made in neonatal niurtalitv in the prev lous *i(>cade the 
share of all infant deaths that were postnennatal had 
tmreased to one third 

\fifninnhniii / I III it ^ lit Mill If III In lifiitli<«fii 

The reti'nt de*'line in infant mortalilv parlitiilarK 
netmata] morlalitv is due prin)ariK lo the "n|)rn\e«l 
survival <if low bitth weight infants While there has 
I wen s«inie pr*»gress in the r**diK imn of low lurlh wt ijrhl 



nni a-* iiiiii It |»^u^tre^^ ha> lMH»n ^ r*Hlu(Uig th« 

ini iden* e iif smal. ' "^hies as has a*le in treating 

lh*<m int*<nsivelv aft* r their bir. i {Neonatal intensive 
ar*' programs have In-on given much of the * rhIu for 
hel|Miig low birtli weight infants t«) surv ive 

I low I V IT man V diK tors nil w Indieveweareapproai h 
ing the limits of the improved tiKhnologv whtih ha^ 
permitted them t«) save luw birth weight babies Anot 
er.tling or even sustaining the {uite of the detltne in 
infa I morlalilv mav re*{uire new approaihes imlud 
ing an emphasts on (hi> [)n'venti*)n of luw birth weight 

h'isk f-iutm^ 

In manv eases mothers who are more likel> lo bear a 
< hild w ith agrealer risk of death can be identified earlv 
in pregnant v toallow appropriate risk reducing p^ena 
tat an*l neonatal measures to be t%ken Both a woman's 
behavior and her physical and dccial characteristics 
great I V influence her in fvnt ^ chance of survival 

The follow ing factors have been shown to be u >por 
tant 

Mi-^t 1,1 iM >nti,l, r/r|,l^ /lit n»l>tt lint lan l(ad tohi(rhcrral*>of 
infanl rnorlabtv partu ularlv among hifih risk women Atle 
ituaie prenatal lare i> undcr^UMMl to rncourafie behavioral 
* hangi -.thrfl improvt the mother s health anil nulruion l( mav 
j|s*i un(i)\cr me<lKaUon(^ition> lha* w ith appnipnatc tr*'ai 
rnent nwv not l>e as thrcatemnfi lo ihc infant s health 

Not nil women rmive prenatal i are *o the same exten* In 
the earlv |9j«K nearlv 40|)cr(en*of bUik womrndid no! sei'M 
<I(M tOr for prenatal *an.' in the first trimester of prejinar* v 
(ompanil lii le>s than 20 percent of w hite women There .>al>o 
-.omi I'viileme thai prenatal *ar* has decline^l mentiv in 
nrvA"^ v\iih hifih unrmplov men* or large mmoril) population^ 
Different researchers have eslimale<hhalever) dollar spenton 
prenalal tare loulii >ave fmm $2 to|M in lonji term cosh of 
hi <iUh tare and instilulioiial nation 

Uii/Z/Mxi III \wiiki /ini/itfiei t; are tvv i*e «> tikelv to 

){ive birth lo a low birth weinh* infant than are nonsmoker> 
Anordinjf lo the US Surgeon (teneral smokin(j mav conlnb 
(jl< lo iH'lwi-en 1*0 and 40per*eniof iheia-v^of low birth weiiiht 
infant-. Ma rnal -.mokif.jf during preiinani v ran also lead to 
">))<p'ilrfnet>te. aboriion> anil fetal and n Lai de*th> \n 
inf.inl ■> rixk nf "utlden infant death >\ ndn nu i> m* n<i^l I'v 



CHART 1 

hfont Ma 'ality Rates by Birth Weight and Race 1980 
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•l<wuJvprM>l\ •ffrtl Ihi'ir bai>\ s Umir U-rm ({ro*lh mU'llw 
lu»l dpvplopmpnt b*h«\ ior«l ch«ra( l*rislics t-xnJencc 
«ho»a that if mothcrN Niop "nnkinjt durinjt prt'jtnanc) tht'ir 
infants on thr ii\ erif e w ilt lie hea\ iit ami othprw i v health rcr 
than thoM'of mothiTv w hKonumif smokiny 

Afr,>ii,Jo,uf,t, ,.7 are olhtT bi'ha\ mrs v huh tni rt'a.s«> the 
risk of infant mnrtatit\ t- xi ovm\i' glcohitl uh' iliinnjt pn'jt 
nanc\ contnbutcs lo feUl alcohol m ndromp which can cause 
fi'laldralh premaluro ilrltvprv lim hirlh weijfht and birih 
defeclsavwiatwl uiihrnpnUlrfUnJation Thppffw-Uofoihcr 
•Irujr^art' not «s well d()cument«l however *>me researchers 
bel(e\Pthald ur^'^ut has marijuana hi n.m methadone and 
•mphfUmincsincreasolhe likdiLwd of low birth weijrht 

Hiiihtnnluf 4'y,lh>rt, have infant morUlil\ rales nearl) as 
twiwa^ hijth as ih(Mc in wcdJock This (iro»)lem ha.s bwn exa« 
erj>at*d in recent v^arsln the trend of a eonsUntIv •ncrcasmjt 
proportion of b I rlh^ to unmacnwl mother. The proporljon of all 
hirths that were out of wedlock ncarU qua<irupled betwffn 
IWOand I9i» even Ihoufh the birlh rai*stobolh married and 
unmarrKd women declined in the same period In 1983 more 
than 20 pereent of ait births were to unmarried mothers This 
f ctoriimporUnceitrms in pari from thehijrher incidenceof 
unplanned pregnancies lo unmarried mothers their rt-duiwl 
likelihood of rece>\ infi prenaui lare and Ihe lower lexck of 
medical c«re provide*! lo their infants 

Trr»4Hf, ni,^h,x„n<t n„4hi >s '"i nci/i/i / an-aljtreau r risk of 
havmflheir infants die Inthe neonatal infant morUI 

itv rates of tronajrp mothers «rp more than M pert enl hi|th«T 
than to mother* over ajre <>() In the postneonaul fwriod thr 
rates are about tw ice a.s hiith as those of other mothers Infants 
born lo leena«e mothersare t w o to thrt«e limes as liki'h to be nf 
low birlh weijrhl as infant- born to mothers m their Iwenliesor 
thirties Thibfaclorisrelatedlolhepreeedinjronein thalmanv 
births to teenajrr mothersare iiulnfuedlock Therefore man\ 
of the same problems that lead to higher infant morta!il\ 
amonjr u nmarned * omen al.so affect teenage mot hj rs In addi 
tion there are biological factors that im reaselhe mcidcnu- of 
low birth weijrhl babies It. mothers of these hifrh risk afte 
(rroups 

Hh,i „ifn»ls are more than twice as likeK to die as while 
infants This risk factor however is larjrelv a result of higher 
birth rales to blaek tevnajrers and black unmarried womon 
lower eduealional levels later prenaUl c*re and otht r s*>t lal 
andeeon 'micdifferemesl)* tw wn bUck and whiti mothiTs As 
>hownin Chart 1» idaik infants are mun than tv» m-as hkeh to 
be of low birth weijrhi than w hm mfa-Tv 



<Mfii , Mi/..,MHss«K i«t«t w iih hijthi r infant miirlalitvint liidr 
mothers who live in nonmetroiKiliUnarejcs ha\rlowe>l( r»h<i( 
e<lutaliMn or income have had previous mfanl deaths nIMI 
births or tow birth weiirhl infants or have had closelv «|m((ii 
births, irmanv pn viousbirths Infanlswhnan premalun m 
miilli|)le births or With i lyi niUl anomalies also tend In h.i\i 
hiither infnnl morlalilv rales In addili>in male infants hiVt- 
hiifher infan. mnrtalilv THteslhan fi mak infants 



I'ublu proKramsdirtTU-fllov^anllow iniome mothers 
and their ( hildren have U> varvmK dejfrwj, re<luc«l lov^ 
birth weiRhtandinfanlrTxirulily Mecluaid.iheFederal 
sSutc health insuranee program for the poor has U-cn 
shov* n a.s cffiHtive in *he rcduition of lov^ birth weight 
and infant morulil> Other programs which mav have 
also had an impaa include maternal and child health 
WIC (supplenienUl food program for v^omen. infants 
and children) and family planning programs 

Social changes have also helped reduce the share of 
births to high risk v^omen Thev include an increase in 
women's edutational levels adiHrea-sein the proportion 
of births 1(1 teenagers and women i5 and iiv»'r ard a 
decline in familv si/e 

In addition the in(rea«*««l use of famitv planning and 
alH)rtion have sharpK rinhued toul birthsand the share 
of births that are not inu-nttonallv plannwi This has 
mliiiwl the share of hirlhs to high risk lalegones of 
women 

Congressional initiatives aimeil at affetting infant 
morulitv in the 99th Congres> have inctudwl proposals 
lo expand Mednaid sfrvie^v relatt'<i to pregnam v 
(>S 1710 and H R il^H) lo UvM nutrition programs U) 
gtH)graphieal areas wuh high infant niorulitv (H U 
lH3b> and lo establish a national loni miss ion u> retom 
mcrd measures t,i prevt-nt infant morlalitv (S l>m 
H R iUA H R iW and M R 
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Percent of Infants of Low Bir. 1 Weight by Race 1980 
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[From the Fort Lauderdale Ne\/8. Apr 19, 1986] 

Erase Infant Mortality Shame 

The Infant Mortality Prevention Act, legislation int»-oduced in Congress by Sen 
Lawton Chiles of Florida, is designed to erase an inexcusable blot on U.S health 
care standards 

Despite all its resources, this counti 's infant death rate is higher than in some 
much poorer countries. 

When it comes to keeping babies alive through the age of 1 yea^, the U.S. is only 
17th best in the world. The record is particularly bad in the Soul , including Flori- 
da. 

Chiles' proposal would improve that record by allowing states to extend Medic- 
aid's prenatal care for impoverished pregnant women without obligating them to 
fund other types of care for families with similar incomes. 

Unlike Sen. Edward Kennedy, D-Mass , and Rep. Claude Pepper, D-Florida, who 
are pushing comprehensive health care bills. Chiles has made infant mortality his 
first priority in a tight-money budget. 

His bill would provide $100 million for the government's share of expanded Med- 
icaid prenatal protection. States participating in the program would have to match 
whatever federal money they receive 

While Florida reduced its infant mortality rate since it began the Improved Preg- 
nancy Outcome Project in 1982, much remains be done 

The pr^nrtal aid available in many states applies only to the poorest of families. 
Currently, Florida provides Medicaid coverage for expectant mothers whose family 
income does not exceed 34 percent of the iigiire et as the federal poverty line. That 
is disgraceful. 

Chiles' proposal would extend eligibility to ihose reaching up to 65 percent of the 
poverty level in fiscal 1987, 80 percent in 1988 pnd 100 percent in 1989. 

As has been documented again and again, lock of early care for pregnant women 
leads to low birth weight, birth defects and hcspital bills far more expensive than 
whatever might be spent on prenatal program**. 

Whatever the cost, federal and state governments should act to eliminate a na- 
tional shame. 

Where infant mortality is concerned, there is no glory in whispering. We re No. 
17." 



[From the Chronicle, May 30, 1985] 

Chili<s Proposes Commission to Attack Infant Mortauty 

With almost 11 babies out of every 1,000 born in the United States in 1983 dying 
before their first birthday, Sen. Lawton Chiles, D-Fla., has introduced legislation 
calling for a national copi mission to map an attack on infant mortality. 

In making the proposal Chiles expressed concern about Florida's 1982 infant mor- 
tality rate of 12.8, representing a total of 1,857 who did not survive their first year. 

"In fact, 10 of the 11 states with the highest infant mortality rates are in the 
South," he noted. t a i- 

The U.S. rate is seventeenth in the world, ranking worse than Japan, Australia, 
Hong Kong and countries in Western Europe. 

The primary cause of infant mortality is low birthweight due to poor prenatal 
care. Underweight babies are most likely to be born to teenagers, non-whites and 
poor women. Other factors associated with low birthweight include smoking, poor 
nutrition, alcohol abuse and drug use. 

Sen. Chiles is proposing a National Commission to Prevent Infant Mortality made 
up of 15 members, including two senators, two House members, a state governor, a 
state legislator, a local government representative, the Secretary of Health and 
Human Services, the U.S. Comptroller Gerneral and six from the health care com- 
munity at larfee 



(From the Palm Beach Poet. May 26, 1985] 

Proper Prknatal Care 

The number of infants who die in this country before their first birthday is sadly 
ironic in a nation as wealthy as the United States. 
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Sen. Lawton Chiles (D-Fla ), in proposing a commission to come up with some an- 
swers, points out that the U S. infant mortality rate in 1982 was higher than 16 
other nations including Japan, Australia and much a Western Europe 

This is a disgraceful drama in which poverty plays a big role Lack of money leads 
to poor prenatal care and low infant birth weight. 

Not surprisingly, the South— with a heavy concentration of poor families and mi- 
grant workers— leads this unhappy role call According to Chiles, 10 of the 11 states 
with the highest infant death rates are in the South. 

Florida, with a death rate of 12 8 babies per 1,000 live births in 1982, was tied 
with Virginia at ninth place. 

The gowing awareness of the problem may help to expedite answers A report ear- 
lier this year by the Southern Regional Task Force of Infant Mortality brought 
these shocking figures home to Southern governors 

Florida is not ignoring the problem, state health officials say David Pingree, sec- 
retary of the state Department of Health and Rehabilitative Services, says Florida 
has set a goal of cutting the number of low infant birth weights in half by 1989 and 
expects to spend $14 million annually to do it 

The money will fund prenatal clincs, but Pingree conceded that more needs to be 
done to reach and educate young indigent mothers 

Producing a healthy baby is a cost-efTective investment. Statistics show that it is 
far less costly to provide sufficient prebirth care than to provide follow-up intensive 
and long-term care for sickly infants. 

The problem is reflected in Palm Beach County's infant mortality rate. According 
to the Florida Office of Vital Statistics, the county's infant death rate for blacks and 
other minorities is 23.3 per thousand— about three times the rate of 8.2 per thou- 
sand for whites. 

Unfortunately, these figures fit all too well mto a pattern of national poverty 
among children that was reflected in a study released recently by the Congressional 
Budget Office and the Congressional Research Service for the House subcommittee 
on public assistance and unemployment compensation. 

That study showed that 22 children per 100 were living at the poverty level in 
this country, the highest poverty rate in 20 years That translates to nearly 14 mil- 
lion children nationwide. 

Legislation has been introduced to support state efforts to reduce teenage preg- 
nangr and to lessen the tax burden on single-parent families 

Efforts such as this, known as the Family Economic Security Act, and the com- 
mission proposed by Chiles, deserve support. No child should die for lack of food, or 
because its mother lacked proper prenatal care. 



Politicians, health officials and four frightened young mothers gathered at the 
Dade County Courthouse Wednesday to give U.S. Sen. Lawton Chiles, D-Fla., a mes- 
sage in the terms of our times: healthy babies are more cost efTective than sick ones 

Chiles made a special trip from Washington to hear 13 witnesses tell him what 
should be done about the infant mortality rate in America 

Witnesses, including Govs. Richard Riley of South Carolina and Bob Graham of 
Florida, agreed that the more adolescent mothers, undernourished mothers, smok- 
ing, drinking or drug-abusing mothers a nation has, the higher its infant-mortality 
rate. 

Sixteen nations have a lower rate than the United States, including most of West- 
ern Europe Chiles is proposing a bill to the Senate establishing a National Commis- 
sion to Prevent Infant Mortality Calling the infant-mortality rate a "national 
shame," Chiles said the commission would be set up for a year to recommend steps 
the federal government could take to coordinate prenatal care efforts around the 
country. 

One of those efforts has been under way in Liberty City for three years. There 
Jessie Trice of the Family Health Center has been counseling pregnant women on 
nutrition, prenatal health care and the need for family planning 

Though she has been operating on a shoestring, there have been impressive re- 
sults. For example, only two of the 1,100 women counseled at the center have lost 



[From the Miami Herald, Sept 12, 1985] 



Chiles Calls Infant Deaths U S Shame 



(By Dave von Drehle) 
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their babies, compared with the infant-mortality rate of 24 per 1,000 births for the 
rest of Liberty City estimated for 1984 

A lower mortality rate also means a healthier babv population in general, wit- 
nesses said. That means vast potential savings in health care costs down the road. 

"It's just cost effective to have healthy babies," said Lynda Robb. wife of Gov. 
Charles Robb of Virginia 

There were testimonials of a more personal nature, as well Debbie St. Rose went 
through eight failed pregnancies before her Martina was born; she credited the care- 
ful attention of the Broward Improved Pregnancy Outcome program for Martina's 
presence at the hearing 

"I went to private doctors, very expensive ones," St Rose said, **but they didn't do 
what they" — she gestured toward Margaret Campbell of the Broward program — 
"have done. I fit wasn't for them, I don't think Martina would be sitting on my lap 
now " 

MORTAUTY RATES 

The following list shows latest infant mortality rates Because infant mortality is 
defined as the number of infants per 1,000 who die in their first year, 1984 figures 
are not available 



Broward 
P Beach 
United States 



1383 1982 



no 127 

116 136 

124 133 

109 115 



(From the Palm Beach Times, Nov 7. 1%5] 

Saving Infants' Lives 

The infant mortality rate in the United States has dropped to an all-time low of 
10.6 deaths per 1,000 live births That is an encouraging sign but infant mortality 
still remains too high, especially for children bom to the poor 

The reasons are no secret— mainly a lack of prenatal care and education The 
question is what to do about it. 

Sen Lawton Chiles wants a national commission created to combat the problem 
He believes the federal government should have a major role in providing money 
and guidance to get the rate still lower 

As a last resort, that may be necessary. But first, states and communities should 
be given a chance to solve the problem themselves The four-county area of Florida's 
western Panhandle has provided proof that that is possible, providing a prenatal 
education program that h£is lowered infant mortality rates 

If the U S medical community has a shortcoming, it is in preventive medicine. 
But it is a shortcoming that the medical community should solve itself, with pres- 
sure and cooperation from patient and local communities If the federal government 
tries to do it, it will be less successful and much more expensive than if the private 
sector does it Additional social programs, each with their own bureaucracies, are 
the last thing taxpayers need 



Infant mortality rates Selected countries from the 1985 state of the world's children 

report 

(Rates are deaths under 1 year of age per 1,00() live births) 



Count r\ Rate 

Sweden ..... 7 

.'apan 7 

'inland 7 

Switzerland ... 8 

Norway.. .... 8 

Nertherlands 8 

Dennnark 8 
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^"""'^ Rate 

France .... 

Canada g 

Spain jQ 

Australia. ,10 

Federal Republic of Germany * 1 1 

Ireland ... jj 

Singapore jj 

United Kingdom j j 

United States ... jj 

New Zealand 12 

Hong Kong 12 

German Democratic Republic 12 

Belgium 12 

l^*^ • * 13 

Austria 13 

Greece 1^ 

Israel . 15 

Czechoslovakia. .16 

Bulgaria. ... - 18 

Poland 20 

Hungary 20 



Cuba 



China . 
Mexico 



INFANT DEATHS BY RACE, SELECTED YEARS, 1959-84 



White 



Year 

1959 
1963 
1967 
1968 
1969 
1970 
1972 
1973 
1975 
1977 
1978 
1979 
1980 
1981 
1982 
1983 
1984 2 



21 



U.S.S.R 25 



39 
50 



112,008 


83,493 


>?8,515 


103,390 


73,7^7 


24.824 


79,028 


57.533 


20,372 


76,263 


55,902 


19.219 


75,073 


55,108 


18,882 


74,667 


54,876 


18.687 


60,182 


43,460 
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(From the Tampa Tribune, Nov 19 1985) 

Prevention Key to Infant Mortauty Rate 
(By Becky Richards) 

For the price of medical care for five high-risk premature babies, 149 v^omen 
could receive prenatal care, says the chairman of a Southern Governors' Association 
Region Task Force on Infant Mortality. 

"That says that prevention as a health policy makes real good sense in a hum- 
mane way and also an economic way," Richard Riley, South Carolina's governor 
and chairman of the task force, told reporters during a press conference by tele- 
phone Monday. 

Riley heads the 44-member group formed in 1984 to consider measures that state 
legislatures and Ck)ngress could take "to reduce the statistics on infant mortality," 
Riley said. 

"In one year, 42,401 infants in the US died. That's more than (deaths) from 
breast cancer, leukemia, diabetes and it's aimost as large as the number of people 
killed on the highways," he said 

Ten of the 11 states that rank highest in infant mortality rates are in the south, 
Riley said. Florida has the ninth highest rate 

The final report, to be released this morning at a task force meeting in Nashville, 
includes recommendations that: 

Adolescent health care clinics be established. 

A statewide coordinating council on maternal and infant health and clearing- 
house on maternal and infant health be set up 

The Medicaid law be changed to allow states to provide health care to more preg- 
nant women and newborn infants. Changes in Aid to Dependent Children formulas 
are proposed as well. 

A regional system of perinatal care be provided so that appropriate care for all 
pregnant women and newborns is made available. 

Recommendations will be presented to legislatures in the 17 states of the South- 
em Governors* Association, Riley said. Lawmakers in each will decide how b«3t to 
implement the suggestions. 

Florida Sen. Lawton Chiles, D-Lakeland, earlier this month blasted the Reagan 
administration for opposing his plan to create a commission to construct a national 
policy on how to reduce inmnt mortality 

"I'm ashamed of our country," Chiles saia during a Senate hearing in Washing- 
ton "I'm ashamed that a country that has the resources . . . has a record so abys- 
mal in this area. And Tm impatient to see that we do something about it." 

During the press conference, Riley called Chiles "a strong and clear voice about 
these issues" and said he supports the idea of a national commission. 

"As a nation will all its capacity in terms of medical research and wealth, we 
rank 12th among developed nations in infant mortality," Riley said. "That is prob- 
ably the best statistic that defines general health care effectiveness in our nation. 

"Obviously, something needs to be done." 



(From Florida Today. May 3. 1986] 

Enact a Prenatal Program To Reduce Infant Deaths 

"Can you find in human life any greater suffering than to see your children 
dead^" — An ancient Greek question 

Stark words. But consider that today in the richest and most advanced nation on 
earth, at least 10 births out of every 1,000 has parents asking that same painful 
question: Is there any greater suffering? 

The main cause of infant mortality is low birthweight (under 51^ pounds). The 
South has nine of 11 states with the highest infant mortality rate in the nation. 
Florida has the 10th worst IMR in the nation, with 1,816 babies dying before their 
first birthdays. 

The U.S. still ranks below many developed countries in IMR, including Japan, 
Australia, Spain and most of Western Europe, and its 16th ranking is on a par with 
Singapore 

While there may be many causes for the high infant death rate, certainly the evi- 
dence suggests that a primary cause is the lack of prenatal care, which results in 
low-birthweight infants. American infants of low birth weight are 40 times more 
likely to die in the neonatal period than normal infants. 
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Those especially at risk are: 

Teen-agers Those who have bailies are twice as likely to have their babies die 
before their first birthdays as womeii in their 20s. 

Black infants are about twice as likely to die before their first birthdays as White 
infants. 

Women who smoke, abuse drugs and alcohol, and do not eat correctly are more 
likely to have a baby of low birthweight 

The situation, in our opinion, is we can either pay a relatively low amount to pro- 
vide adequate prenatal care for all mothers who need it, or pay a staggering amount 
later. For example, routine prenatal checkups and counseling averages about $600. 
Neonatal intensive care can cost as much as $120,000 to $200,000 for an extended 
period. And this doesn't even include such expenses as handicapped education, wel- 
fare for lifelong handicapping conditions, or vocational rehabilitation. The choice is 
clear, at least to us. 

In 1984, the average bill of the 5,500 underweight infants born in Florida was 
$15,000, for a total of $82.5 million. That expense was shared by parents, insurance 
companies and taxpayers. The annual cost of neonatal intensive care in this country 
is over $1.5 billion. 

On April 11, U.S. Sen. Lawton Chiles of Florida mtroduced his Infant Mortality 
Prevention Act of 1986, also called "Impact '86." It is designed to bring this essen- 
tial health care to thousands of low-income pregnant women. 

"Impact '86" provides for a new Medicaid categorically needy program to permit 
states, at their option, to extend Medicaid coverage for preventive prenatal, delivery 
and postpartum medical services to low-income women during pregnancy and for 60 
days after delivery, and to their infants up to 1 year of age. 

Federal matching funds would be provided, as an incentive to the states' partici- 
pation, for those services. 

The economic reasons for the preventive care program proposed by Chiles are 
easy to understand. Without such a program, this nation loses twice, in remedial, 
welfare and correct iotial costs, as well as in squandered m^nds 

There's more than just economic reasons, though It's ethical, moral— call it hu- 
manity. We urge Congress to enact the preventive prenatal health care legislation 
proposed by Chiles, for economic and humanitarian reasons. 



Slowing Drop in Infant Death Rate Rate Fuels Debate on U S Spending for 
Child, Maternal Programs 



Washington— "We're in the middle of a bad trend," says Sara Rosenbaum of the 
Children's Defense Fund, "and for the administration still to come forward and cut 
programs of proven effectiveness is unforgivable." 

Replies Dr. James 0. Mason, the ranking health official at the Department of 
Health and Human Services, "Until we know a lot more about why it's happening, 
simply throwing federal dollars at it won't work. Particularly if it^s not met by in- 
creased concern at the community level and many other changes." 

Ms Rosenbaum and Dr. Mason represent the two sides in an escalating aigument 
over what to do about a slower-than-expected drop in infant mortality rates— long 
regarded as a bellwether social indicator. As is so frequently the case in Washing- 
ton, both sides are probably at least partly right 



There's some good news, to be sure Infant mortaility— deaths during the first 
year of life— continues to fall, for blacks as well as whites The preliminary overall 
rate for 1984 was 10.6 deaths per 1,000 live births, a 57% drop since 1965. 

But there's lots a bod news, too. Preliminary data show the rate of decline slowing 
over the past two years. Each year, 10,000 infants still die The black mfant mortali- 
ty rate still is double the white rate The incidence of low-birth-weight babies— 5.5 
pounds or less and 40 times likelier to die in the first month than are normal- 
weight babies— remains distressingly high, particularly among blacks The propor- 
tion of pregnant women receiving prenatal care during the first trimester actually 
has been declining. 

All this adds up to a situation the administration concedes is "disquieting" and 
"cauce for concern," but which liberal groups insist is far more serious than that. 



[From the WaJI Street Journal, July 23, 1985] 



(By Alan L. Otten) 



SOME GOOD NEWS 



ERIC 




18 



They want higher spending on a broad range of child and maternal health pro- 
grams that the Reagan administration has cut back, frozen or allowed only minimal 
increases The administration says it's spending more than its critics contend. Exact 
figures are hard to separate from broad * * *. But, for example, in * * * supple- 
mental nutrition for infants and pregnant women, the administration is projecting a 
2% increase in the current fiscal year, to $1.44 billion, a sum that liberals note will 
cover only the same number of individuals. 

The Department of Health and Human Services predicts the nation still will meet 
one key goal set by the Public Health Service in 1979; to cut the overall intant mor- 
tality rate to 9.0 deaths per 1000 live births by 1990 However, it admits that other 
major infant and maternal health goals se.. for 1990 will be missed, some by wide 
margins, and, in particular, goals that affect blacks. Health and Human Services 
Secretary Margaret Heckler will try to shed more light on the administration's atti- 
tude in a speech to the National Urban League here today. 

At some point, of course, infant mortality rate will reach an irreducible mini- 
mum, but most experts say the U.S. is nowhere near there yet Largely because of 
its high proportion of low-birth-weight babies, the U.S. has been falling further 
behind other industrialized nations, in 1980 ranking behind 15 others, and their 
infant mortality rates continue to drop The rate for U.S. whites alone still puts this 
nation only in 12th place. 



Much of the U S. decline in infant ii;ortality over the past two decades has result- 
ed from technological advances in the care of low-birth-weight and other problem 
births and to the steady spread of intensive-care units for the newborn. Now, says 
D. Vince L Hutchins, head of maternal and child health programs at Health and 
Human Services, "we may be near the maximum" of what technology can do in this 
area. 

Other factors also are making it hard to bring down infant mortality now, admin- 
istration official sav: the large numbers on pregnant teen-agers, especially poor 
young women at high risk for problem births; somking, drinking and rug abuse 
during pregnancy; and the reluctance of many poor women to seek early prenatal 
care, even when it's available. 

"And why is it always federal money" that must solve these problems^ Dr. Mason 
demands. "Primary responsibility for the achievement of the 1990 goals," he ai^es, 
rests with state and local health agencies and the pregnant women themselves. 

The major federal responsibility right now, he says, is research to find out what's 
happening and why, "and that we take very seriously," with more than a dozen 
tasks forces at work. 

Naturally, all this doesn't impress the critics. Sure, they say, it would be nice to 
reduce teen-age pregnancy, get pregnant women to stop smoking, and have state 
and local governments do more. But the federal government also must spend more, 
on everything from family planning and prenatal services to Medicaid and food pro- 
grams for low-income people 

Administration cutbacks in prenatal and infant programs "have contributed sig- 
nificantly to the change of trend in the infant mortality rate," Dr. C. Arden Miller, 
a public health specialist at the University of North Carolina, writes in the July 
Scientific American. He accuses the Reagan i ties of "slavishly trying to implement 
an ideology, when the better course might be to allow some exceptions, especially 
cost-effective exceptions." 

For example, a prestigious committee of the National Academy of Sciences' Insti- 
tute of Medicine recently reported "overwhelming evidence" that early prenatal 
care makes for higher birth weights, and that every $1 spent on such care for low- 
income women would save more than $3 in care of low-weight babies after birth 
Yet in 1982, slightly over one-fifth of all pregnant white women and well over one- 
third of pregnant black women didn't get first-trimester care 

Moreover, administration critics note, many areas of longtime unemployment and 
high poverty currently are experiencing level or even rising infant mortality rates, 
expecially for older infants "You are talking about a Third World phenomenon 
here in the U.S." charges Ms. Rosenbaum." Babies dying because of infectious dis- 
eases, poor nutrition, lack of access to basic medical care." 

Paradoxically, White House support of right-to-life efforts to curb abortion could 
swell infant mortality figures. Unintended or unwanted pregnancies often produce 
high-risk babies, but since the Supreme Court's abortion decision, more women have 
chosen to abort unwanted pregnancies 



TECHNOLOGY HELPED REDUCE RATE 
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Studies by Michael Grossmar and colleagues at the National Bureau of Economic 
Research conclude that the vider availability of abortion has been "the single most 
important factor in reducing the neonatal mortality rate" among blrcks over the 
past two decades, and also helped cut the white rate "If abortion were illegal," Mr 
Grossman writes, "neonatal mortality, especially among blacks, would fall more 
slowly than otherwise, and might even rise ** 
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PREVENTING INFANT MORTALITY: INTERGOV- 
ERNMENTAL DIMENSIONS OF A NATIONAL 
PROBLEM 



WEDNESDAY, SEPTEMBER 11, 1985 

U.S. Senate, 

Subcommittee on Intergovernmental Relations, 

Committee on Governmental ApFAir^, 

Miami, FL. 

The subcommittes met at 9:10 a.m.. Commission Chambers, Dade 
County Courthouse, Miami, FL, Hon. Lawton Chiles presiding. 
Present: Senator Chiles. 

Staff present: Margaret Wrightson, staff director; Robert F. 
Harris, minority staff director; Carnie Hayes and Celeste DeLorge, 
professional staff members; and Jodi L. Mathison, chief clerk. 

OPENING STATEMENT OF SENATOR CHILES 

Senator Chiles. Good morning. We are going to convene our 
hearing. We are under some time problems today, in that the Sen- 
ates going to have a cloture vote on the Sou+h Africa issue early in 
the afternoon. So we are going to have to end the hearing just a 
little bit early. I have to catch a 12 o'clock plane. 

Late yesterday afternoon it looked like we were going to have to 
cancel our hearing, but thank goodness we didn't need to do that. 
We are looking forward to Mrs. Robb, Governor Graham, and Gov- 
ernor Riley arriving momentarily. 

I am going to start with my opening statement, and we might 
even put some later witnesses on before because, of the time con- 
straints we are facing. ^ , T l-X 

A number of you asked me about my hand. I feel like I ought to 
carry mimeographed sheets around, maybe, so I could explain. It 
would be a lot easier. Let me say this as an example: If your wife 
tells you to clean a window or a door, don't clean it too well. I 
cleaned my own door and I did too good a job; and then I later ran 
through that and ended up cutting myself a little bit. 

And this space apparatus is something they require me to wear 
about 2 or 3 more weeks. It looks a little worse than it is. 

Infant mortality is our subject today. And infant mortality, chil- 
dren dying before their first birthday, is a national shame. 

Despite dramatic technological advances, America is still seven- 
teenth in the world in infant mortality. That means it's behind 
Singapore, Australia, Japan, Hong Kong, and most of Western 
Europe. 

(1) 
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When I think about that, a child born in Singapore has a better 
chance of living through the first year than a child born in the 
United States, it just sort of boggles my mind. A country like ours, 
blessed with every resource we have— the kind of health and medi- 
cal resources we have and the kind of doctors— and this sort of 
infant mortality rate. 

We were making progress. 

Since 1956 there's been a drop in the infant mortality rate to 
10.6 per 1,000 live births. That 10.6 is 10.6 deaths. 

Yet the estimates for the first 6 months of 1985 tells us the . our 
nuniber is going up to 11 infants dying of ever 1,000 born. Now 
that's a pretty dramatic reversal, because what we've seen since 
1965 is the curve has been coming down. 

We began to worry, because the curve began to flatten and it was 
not coming down at the same rate. But now we see it is actually 
turning around and going back up, and it tells us this is something 
that we must deal with. 

The main reason we are having this hearing in conjunction with 
the meeting of the Southern Governors' Association is that the 
southern States have the worst record in infant mortality. 

Ten of the 11 States with the highest infant mortality rates are 
in the South. And as the Senator for the State of Florida, I am dis- 
turbed that my Stat^ ranks ninth in the Nation in the death of 
babies before their first bin.iday. 

Despite any apparent progress over the past 20 years in the 
battle against infant deaths, there is still some disparity in the 
mortality rate along economic lines. Low-income families are hard- 
est hit, and there's still a wide gap along racial and ethnic lines, 
with black infants being twice as likely to be born prematurely and 
to suffer low birth weight and die before their first birthdays. 

There are still great differences among regions within the States, 
and even within the communities. For example, right here in 
Miami the rate of infant deaths for the Liberty City population is 
20 to 25 per 1,000 live births. 

The innercity area of Tampa has a low birth level of almost 160 
infants per 1,000, while a neighboring suburb had fewer than 20 in- 
fants per 1,000 low birth weights. 

These figures don't reflect the stillbirths, the miscarriages and 
spontaneous abortions due to the inadequate prenatal care and nu- 
trition. These figures don't count the human and economic costs of 
the heroic efforts to save underweight babies. The> don't address 
treating the life-long handicapping conditions associated with low 
birth weight, such as the annual cost of neonatal intensive care of 
$1.5 billion and the $20,000 to $100,000 cost to graduate a low-birth- 
weight infant from neonatal intensive care. 

The figures don't explain why America falls behind far less de- 
veloped and affluent countries with far fewer physicians and hospi- 
tal beds per capita. 

Most of all, figures don't portary the individual hearbreak and 
the tragedy of families of infants who die before their fiist birth- 
day. 

One woman wrote me that after numerous attempts to secure 
prenatal care for her 17-year-old daughter: 
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We couldn't get the money to take her to a doctor, and the baby died a few 
months after it was born. I still think the baby's death was a blessing by God, be- 
cause he was in poor health. If ve had gotten help for her early, maybe her baby 
would have been born okay. But I didn't ^ave money 

In the 3 hours we are going to spend at this hearing, 6 infants 
less than 1 year old will die in the State of Florida. 

Infant mortality is a national shame because so many infant 
deaths are preventable through access to adequate prenatal care 
and nutrition and thus the reduction of low birth weight. 

Why aren't adequate prenatal services and programs like these 
available throughout the country? Basically the answer lies in our 
fragmented and multileveled health-care system. Federal, private 
and employer-provided insurance have gaps in coverage. Different 
providers and health-C£re professionals can't agree on who should 
provide what level of care to in-need populations. Our educational, 
health and social service system leaves too many pregnant women 
and their families ignorant of good prenatal practices and the 
availability and importance of care. 

At the recommendation of the National Institute of Medicine, I 
have introduced legislation to create a National Commission to 
Prevent Infant Mortality. 

The commission is needed to analyze our fragmented and uncoor- 
dinated system and make recommendations to each level of govern- 
ment and the private sector on the most effective and cost-benefi- 
cial way to expand care to the high-risk, unserved and underserved 
population. Such a commission can point the way to achieving an 
accessible, fficient and streamlined system of services. 

We know what causes a great portion of infant deaths. It's the 
low birth weight. And we know it can be reduced by more adequate 
prenatal care and education. We know that the health and lifestyle 
factors are — what they are: Smoking, alcohol consumption, inad- 
equate nutrition. We know who the high-risk populations are: 
Blacks and Hispanics, the poor, young teens, and women over 35. 

What we don t have as a Nation is a strategy and game plan, a 
spcific agenda to recommend the quickest, most effective and cost- 
beneficiel ways to move our fragmented, uncoordinated system of 
health services, providers, insurance benefits, and private and 
public initiatives into a network of access to prenatal care for ev- 
eryone. 

In other words, we don't have a team. We've got some individual 
stars but no unified agenda and no national commitment to solve 
this problem. 

Today we'll hear about the program, the prop^ess that is being 
made, and the problems to do it in the region of the country hard- 
est hit by infant mortality— the South. But we will also hear about 
the obstacles and the gaps that need to be addressed. 

We will hear from Governors, a first lady, and State legislators 
about the magnitude of the problem in their States and the pro- 
grams that are working. We will hear about the effort— what 
they're mounting to reduce infant mortality, the Southern Gover- 
nors' Association is mounting to reduce infant mortality in the 
region and their individual struggles to meet their States' unique 
and common needs and the obstacles t^ey are facing. We will hear 
from individuals who are on the froi. .xnes in programs to expand 
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and improve prenatal care for people who otherwise would go un- 
served. 

But we will also hear from individuals who have fallen through 
the cracks in the system through lack of knowledge, eligibility or 
access. We can be proud that prenatal services in Broward have 
grown by 30 percent from 1981, from 2,400 individuals served to 
3,100 in 1985. But we can't be complacent when the need for serv- 
ices in the same period has grown by 19 percent, from 3,900 to 
4,700. That means the gap has actually widened from 1,500 un- 
served, in 1981, to 1,600 this year. We can applaud Lee County's 
effort and success in serving 954 clients with a little over $300,000 
in 1985. But we cannot forget their projection that services will be 
needed for 1,400 more people this year and next. 

What this hearing is all about is how to take what we know and 
turn it into what we do, as a nation, regions. States, and the local- 
ities, to reduce infant mortality. 

Our first v/itnesses today are going to be Hon. John Traeger, a 
State senator from Texas, and chairman of the Southern Legisla- 
tive Conference, and State Senator Robert Scott of Virginia. Both 
have been active in the State level tr3dng to bring about more ef- 
fective prenatal care in the range of services that will improve 
infant care and health and survival. 

I'm delighted to have these two Senators come forward. 

Mr. Traeger, you want to lead off here? 

And let me just tell you that we welcome you and we are delight- 
ed to have you in Florida. We're always delighted to have some- 
body from Texas come here and share the^r i^r^wledge and exper- 
tise and someone from the Commonwealth of Virginia as well. 

TESTIMONY OF HON. JOHN TRAEGER, A STATE SENATOR FROM 
THE STATE OF TEXAS AND CHAIRMAN, SOUTHERN LEGISL/ « 
TIVE CONFERENCE 

Mr. Traeger. Thank you very much. Senator, and I appreciate 
the opportunity of stating our piece through you and through your 
committee to the U.S. Congress, where certainly some of the an- 
swe^^ we hope lie and some of the desire for a solution we hope is 
pressing. We certainly found some problems. 

We attempted to find solutions at the State level, and I'm satis- 
fied we did. 

I have a prepared statement, sir. But with your permission I'd 
like to enter it into the record. 

Mr. Chiles. It will be included in full in the record, and we are 
delighted to have you lead off as you see fit. 

Mr. Traeger. Thank you. 

I generally don't like to listen to four or five pages of groaning 
and reading. And if you will, I'll just amplify some remarks as to 
what we said. 

To give you just a bit of background, Texas, as you know, is a 
very large State. We find our health problems are s:attered by ge- 
ography. And one of the unique problems we have is the tremen- 
dous distances to be served, quite often in areas where there are no 
hospitals and no, really, medical services available of the nature 
and type that any population needs. So we're faced— our problems 
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are compounded in that we've discovered and we are chagrined to 
find, the total neglect in some areas in which we had felt we were 
doing a pretty good job. 

Our Governor, our Lieutenant Governor, and our speaker ap- 
pointed the task force, which consisted of just about representa- 
tives from every type of medical provider, from the legislature, 
itself, from most socially concerned organizations in the State and 
from the medical association, also from the hospital association. 
And we, the county officials, and State officials, we have a real 
gamut of people to get their expertise and also through osmosis to 
settle in on the program we were in. 

And when we started we had some that felt we were fighting 
smoke. So there really was no apparent way we could get our 
hands on this thing. 

The more we got into it, however, through a very comprehensive 
set-up of hearings the members held throughout the field, the free 
clinics. We got people that have never been within 5 miles to the 
free clinics. And you can see what happens there and the need, 
where you would see 200 or 300 mothers lined up with one very 
devoted but terrifically overworked physician trjdng to provide 
service. 

Now, it doesn't take very much for even the most calloused indi- 
vidual to look at that situation and realize we've got to do some- 
thing. So we then turned to work to see what can we do effectively 
to utilize the Federal programs available to us and to amplify 
through our own efforts the programs we had in place at that time. 

We found after studying our program, was the entire field of 
infant care, not specifically perinatal or prenatal care, but just care 
for this particular problem. 

And certainly I urge you, and congratulate you on the goal that 
you create, the setup that would speak to this program from the 
Federal Government viewpoint. 

We found that emerging among all our other issues was this very 
subject, the one which we felt like we could immediately provide 
relief from, because you can immediately provide relief in this 
area. And we also found that there ha^ been a complete dereliction 
of responsibility on the part of some people that should have been 
concerned. 

Our Texas situation, as most counties were settled back in the 
original constitution with the idea of providing poor farms, as we 
call them today, and hospitalization for those unable to take care 
of themselves. Many counties have departed long since in that they 
have turned it all over to the State and just washed their hands of 
responsibility. 

Equally guilty were hospitals, many hospitals, who were particu- 
larly new, private. Emerging private hospitals who purchased 
many of our city, county hospitals, who have in the case of political 
subdivision, sort of ducked out of responsibility by selling the whole 
deal to a private operator. 

As you know, in many cases, they take a very hard line o . infant 
care and prenatal care, and that type of thing. And we put some 
responsibilities on them that we think are worthwhile. In other 
words, we fourd an area that the Fed<*ral Government has default- 
ed in that we thought they certainly shouldn't. And I urge you, as 
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an individual, Senator, to look into the fact that many of the Hill- 
Burton funded hospitals built throughout the Nation, they've com- 
pletely defaulted on those obligations that they accepted when they 
tock the money. And the reason is that nobody has every checked 
to see that they fulfilled those obligations— we checked by individ- 
ual cases, but 

Mr. Chiles. Very interesting point. 

Mr Traeger. And there's been no Federal follow-up on the obli- 
gation that each of these Hill-Burton hospitals took. 

Now, some of them are meeting these obligations, but there are 
many more who have not turned to meet them; and others have 
simply filled their percentage of obligation by charging all the bad 
debts in the— and it doesn't matter where the bad debts came from, 
but that's an easy solution, to fill your books and fulfill your Feder- 
al obligation. But it's easy to detect. 

Another thing, we found some great public institutions in Texas, 
and we are providing indigent care up to 18 or 20 percent of 
volume; simply didn't turn anybody away. But we beefed that up 
by pieces of legislation which are going to require that no person 
shall be turned away from any hospital in the State of Texas be- 
cause of lack of funding. 

Back to the especially 

Senator Chiles. I'd like to see the legislation that you just 
passed, if you would provide it. 

Mr. Traeger. I have it. I will be glad to provide your staff, sir, 
with a complete copy of our legislation. 

We felt it was a very significant legislation and one which when 
we started out, as I said, the hospitals themselves were represented 
in our task forces, medical associates, and we had the battles, of 
course, internally in that committee. 

But public opinion, when it was aired and when we went public 
with out hearings and what have you, I tell you, grass roots de- 
mands brought in areas that we previously thought were so callous 
that we wouldn't get anything, brought a response that to us was 
really hard to — and I think, for example, in the infant care this 
year in Texas, and I don't want it to burden you with our prob- 
lems, as unique as our problems seem. But we have been in Fat 
City a long time, in Texas. And we have had it pretty good. But 
recently, as you know, based on the devaluation, which is a very 
severe thing to us, and the break in the OPEC situation, and what 
have you, moved us to the opposite situation with about a $2 mil- 
lion budget deficit. 

We, in spite of that, the fact that we abolished agencies at this 
time, and the unheard of, you know. Government creates but 
doesn't cremate, but we really cremated a few this time. We got rid 
of the things like the Confederate Graves Commission. We actually 
>^'ent a little bit further. We did cut cut some serious agencies that 
were practicing economy. We have not practiced in Texas since 
the — but in spite of that, we found an extra $90 million to put into 
this program, and that cair.e out when we were on the bottom. We 
took it from holy places like the House of Representatives' funding, 
that takes care of their travel, and it's from the Senate, from the 
Governors. 

Mr. Chiles. That's sacred. 
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Mr. Traeger. I said sacred cows we were milkir^^r in this case. 

But the demands, sir, after the hearings and the roots of this 
committee were so— Fm to the point the entire legislative body in 
the Government that we are able to do that and put into place 
what we think will be a greatly improved program in Texas. 

One of the ways we solved the area which we are talking about, 
of course, is a very pragmatic dollar-and-cents fund, which we 
found, and I know you are aware of, that it costs our— figures, I 
cannot recall what our figures are; in the area of $25,000 per year 
to institutionalize a child with serious birth deformities. And this, 
of course, in most cases, goes throughout the expectant life of the 
child. 

Now, you compare those costs, what they're truly costing us, to 
the cost of putting in place a program that would speak to that, 
when you figure that 70 percent of all prenatal problems can be 
solved. Then you just mathematically, you come up with the fact 
you are saving money by spending money. 

Senator Chiles. I'm delighted that you are raising that, because 
this looks to me that these are circumstances that reinforce what 
Will Rogers said: 'The happiest time in the politician's life is when 
conscience and convenience call simultaneously". 

And we are talking about a program in which literally, for every- 
one involved, the county commissioners, the people in the State 
level, and the people from the Federal Government, conscience and 
convenience calls. 

You have an opportunity to do something about human suffering 
that we have to deal with. And at the same time it's very fiscally 
responsible, because we are going to save money; we are going to 
pay now or pay later. 

Mr. Traeger. Senator, I know that with your experience in the 
State legislature, and I understand that you served 12 years in the 
State legislature. And it is certainly your experience in Congress, 
you have run across the individuals in each legislative body who 
are cynical about any new care-dispensing or dollar-dispensing pro- 
gram in this neighborhood. 

^ We have got our share, say, of people locked into that in Texas, 
1 11 guarantee you. But we have to be— to put the most light on this 
subject that you can put on it. 

With a comprehensive hearing and by the type of things you are 
doing here today, we passed this bill. And as I say, it came out of 
gut money, with only one dissenting vote in v. jr Texas senate prob- 
ably as crusty a conservative group as you can Ind. 

Senator Chiles. Ycu don't look like a fellow t,hat's used to giving 
away money to me. 

Mr. Traeger. No, sir. I have *,een known not to dispense it. 

But I am convinced now, and I am convinced we have done the 
job. 

I know you are concerned and we want to endorse your program 
and recommendation in this area 100 percent. I think the Federal 
Government has a very distinct role to play. I don't think you 
should come in and sav you are going to solve all our problems, 
and I don't think you want to do that. But we want your support 
and to continue, in particular, the WIC Program, which in Texas 
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has been one of the most successful social programs we have had 
anything to do with. 

The Food Stamp Program is rightly important. We faced a prob- 
lem the same as you face in Florida to a certain extent. 

We have a very high Hispanic population in the southern part of 
Texas with 1,000 miles of common border with Mexico. We have a 
tremendous influx of legal and illegal immigrants all the time. 

Many of these people have a severe language handicap. We 
found we cannot get mothers into perinatal programs even when 
they existed because of the lang^iage barrier. They were afraid to 
come up. They don't want anything to have to do with the Govern- 
ment, and that anybody that wears a badge, even a name tag, is a 
Government that might do something bad to them. 

To overcome that, weVe undertaken, what in the recent Vietnam 
war was called, search and destroy and changed it to search an ' 
save missions. 

We brought people in our health departments into services in 
these programs, which are now going out and actively wooing these 
people through pure knowledge and through active seeking proposi- 
tions to bring these mothers in for care early. 

We have had the situation in which many mothers didn't know 
about their problems until they stumbled up the steps of their hos- 
pital for delivery. 

Senator Chiles. Senator, we thank you very much for your testi- 
mony. 

Because our time schedule 

Mr, Traeger. I get carried away, sir. And I apologize. 
Senator Chiles. Governor Riley has to catch a plane shortly. Fd 
like to be able to submit some questions to you, if I could. 
Mr. Traeger. Certainly cr i. 

Senator Chiles. And, again, we look forward to using you and 
Texas as a resource as we go forward to trying to set up this Com- 
mission. And I thank you very much, very much for your time. 

Mr. Traeger. Thank you. Senator. And I commend you for 
taking this. 

[Senator Traeger's prepared statement follows;! 
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PRhP^RFD STAThMLNT OF SIATB SFAATOR JOHN TRAFGFR, TEXAS 



MATfcRNITY AND ISFANT CARL 

Texas is unique among the states in the nation In several Mays. It Is the 
third most populated state in the country and it Is growing. By 1990. the 
population IS expected to reach 19 ml 1 1 Ion. ^About one third of the population 
are members of a racial/ethnic minority with Hispanlcs comprising the largest 
minority group. Texas is large, more than 267,000 square miles, dwarfing all 
other states except Alaska. 

Many of the characteristics that make Texas unique also affect the health 
services available to its population. The size often means that great 
distances must be traveled to obtain health care. -Poverty, ho»»ever, is 
probably the most serious barrier to obtaining adequate health services ^n 
Texas. This is a problen. that affects not just the poor individuals in a 
health crisis but all of us. The longer the problem is ignored, the more 
expensive the consequences are for everyone. 

Recognizing this issue in Texas, a Task Force on Indigent Health Care was 
appointed by the Governor, Lieutenant Governor and Speaker of the House in 
Septen4)er 1983. The 71 Task Force members included elected officials, 
physicians, hospital administrators, medical school faculty, business and 
labor leaders, consumers, and representatives of health agencies. Numerous 
public hearings, site visits, andmeetings with community leaders and agencies 
were held to deteririnethe health needs of the indigent in Texas. 

Through this Task Force, maternity and infant health services were Identified 
as the top priority health need for the indigent in Texas. The Task Force 
then requested the Texas Department of Health to develop a perinatal care 
plan that could be a means to meeting this particular need. The perinatal 
plan as developed by TDH consisted of ten basic recommendations as follows: 

1. Develop new community-based prenatal services in unde^served areas. 

2. Provide an integrated fiiechanism for consultation, referral and 
care of the high risk pregnant woman. 

3. Initiate a health promotion campaign to ••market" prenatal care. 
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4. Develop the State into perinatal planning and education areas. 
5 Expand Medicaid coverage for pregnancy-related services. 

6. Establish State funding for hospital delivery for medically 
indigent patients who are not eligible for Medicaid. 

7. Establish State funding for neonatal intensive, care for low 
income infants not eligible for Medicaid. 

8. Improve emergency transportation to intensive perinatal care 
both for pregnant women and infants. 

Develop a system of high risk infant follow-up. 
10. Establish projects for adolescent pregnancy and pregnancy 
prevention. 

iS 

The Task Force had many other recommendations ^{50 in all) to in^rovc health 
care of the indigent people of Texas. While several have the potential for 
indirectly Supporting our concerns for infant and maternal haalth I will 
deal more specifically with the statement expressed in the Final Task Force 
Report, that "Maternity services have been identified as the top priority 
health care service for indigents in Texas. Provision of maternity services 
can reduce the need for future medical services for both mother and child." 

r.ey State legislators took this recommendation most seriously andxpressed 
for legislation that would encompass all of the priorities as set forth in 
the preliminary plan developed by the TDH. The movement in this direction had 
strong support from such a body as the World Health Organization which defined 
maternity care as consisting of "the care of the pregnant woman, her safe 
delivery, her postnatal care and examination, the care of her newborn Infant, 
and the maintenance of lactation..." Other experts have noted that prenatal 
care objectives should include: 1) identification of the high risk pregnancy; 
2) use of currently accepted techniques of prevention and treatment of pregnancy 
complications; 3) use of various disciplines to deal with emotional, physical, 
nutritional and other needs; 4) provision of interconceptual care; and 
5) education for women and their families concerning pregnancy, parenting and 
family living. 

Significance of early prenatal care lies partly in the estimation that about ^ 
70% of complications can be anticipated and noted prior to delivery. Studies 
show that early and adequate prenatal care, especially for women with high risk 
pregnancies, is consistently and strongly associated with improvement of the low 



11 



- 3 - 

birth weight infant and survival of these infants. The percentage of Iom birth 
weight infants (2500 grams or less) has been found to be higher for those women 
without care In the first trimester of pregnanc>. Perinatal inortallty and 
morbidity is associated with birth weight, social and environmental background 
of the mother, poverty and failure to obtain adequate care early In pregnancy. 
The most signficant risk factors associated with perinatal mortality and morbidity 
are related to the mother's race, parity, age, health care, previous feUl'loss, 
poverty, unwanteo or illegitimate pregnancy, multiple births, birth defects, 
maternal morbidity and education. 

One study noted that for women without prenatal care, the infant mortality rates 
were between four and tenfold greater than the rates for those receiving more 
than nine prenatal examinations, evsn when poverty, race, birth weight and 
geography were considered. 

Public health in Texas Is provided through a network of local county health 
departments and state operated public health regions. Prenatal maternity and 
child health care are available to low Income families but the greatest unmet 
need had been the unavailability of hospitalization or delivery care for t^e 
pregnant Homan and hospital care for the sick neonate. In 1983, a beginning 
was made in dealing with this particular problem of Inadequate means for hospital ^ 
deliveries of poor pregnant women. The federal go/ernment passed in that year 
the Emergency Expenditure to Meet National Needs Act of 1983 (Jobs Bill) as a 
component of the Economic Recovery Act through which the State of Texas received 
5.3 million to serve the health needs of disadvantaged mothers and children. The 
State decided that this money would be used to fill that need for intrapartum 
care (delivery) and an attempt wou'J be made to provide this service through 
capitation levels. 

The Texas Department of Health through the Bureau of Maternal and Child Health 
sought and obtained the cooperation and participation of local health departments, 
federally funded primary care centers, private physicians, and hospitals to 
provide additional prenatal care, mediral consultation and hospital delivery care. 
In 1984, we had 23 (final) contracts (15 with local health departments and 8 with 
connunlty health centers) totalling $4,440,530. In addition. Jobs Bill Programs 
were funded in 7 of our Public Health Regions to a total of $1,929,315. 

Jobs Bill monies served a total of 1,883 women with comprehensive maternity care 
including intrapartum services. Of this number, 910 deliveries were arranged 
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through our contracts with local health departments, 502 through contracts with 
community health centers and 471 through the publK health regions. Public 
Health Region 8 in the Lower Rio Grande Valley area has a particular relevance 
because of its high unemployment rate. In that area alone, 1014 women were 
assisted with maternity care and delivery in a hospital. -^All of"* the women - 
assisted with in-hospital care were evaluated as high risk pregnancies as 
required by the Block Grant legislation. 

This experience served as a basis for some of the reconmendations made in the TOH 
pe.-inatal plan. The plans then became the resource for the development of the 
bill that was passed in the 19BS legislative session and named the Maternal and 
Infant Health Improvement Act. 

This bill permits the Texas Department of Health to establish program to 
deliver comprehensive matermty and infant health services to eligible women 
and infants. If a program is established, the Board of Health shall adopt 
rules relating to the services and a system of priorities for these services. 
The program may provide any or all of the following: 

- comprehensive prenatal and perinatal care 

- obstetrical cconsul tation '.ervices 

- intrapartum care 

- neonatal intensive care 

- follow-up of high risk infants 

- emergency medical transportation 

- health education and health promotion 

- special program for adolescent pregnancy and pregnancy prevention 

It also speaks to the determination of need for services and to the use of Lhe 
lep-rtment to deliver services to the extent that the existing private or 
pjblic providers are unavailable or unable to provide these services. 

ro carry out this program of perinatal care, *he legislature appropriated to 
the TDH $6,750,000 for the fiscal year ending August 31, 1986 and $15,470,000 
for the fiscal year ending August 31, 1987. , 
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In addition, it is worthy of note that $7,500,000 was appropriated for each of 
Che fiscal years Co the Texas Department of Huinan Resources for Medicaid 
coverage for the medically needy, much of which will help that Department to 
continue the expansion just begun of coverage for the medically needy pregnant 
woflien. This goes beyond the past coverage of only the AFOC (or financial 
recipient) of services. 

Texas has made progress in improving mother's health which will result In 
lower Infant morbidity and mortality. We know more must be done and that is 
why have adopted the slogan "Mother's Care is Baby's Care" in order to 
market the concept of good maternity services for the end result of good infant 
health. 

The federal government's role in improving mothers and infants health through 
the'Title V Block brant and nutritional program such as the WIC and Food Stamps 
Program is critical to our needs in Texas. Due to the expanding population 
and continued high unemployment in many areas of. Texas, we need increased 
funding both at the btate and Federal levels. We view these funds as 
preventive, and feel very strongly that each dollar you Invest will result in 
several times that investment in benefits to our population. 
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Senator Chiles. Senator Scott has graciously said he would re- 
serve his testimony for a ninute to allow Governor Riley to come 
up here. 

Governor Riley is going to have to catch a plane, and we wanted 
to start off our hearing with him to start with. Thit, is another ex- 
ample, I think, of the comity here that's being provided by the leg- 
islative and the executive branch in the subject matter. 

Governor Riley, we are just delighted to have you here today, 
and we recognize the leadership role that you have performed, 
heading up the task force for the Southern Governors' Association. 
And we know of your great interest in this problem and the work 
that you have all done. Your interim report is out, and we'^^e en- 
joyed studying that. That interim report is going to be a part of our 
record and we are delighted to have you here to give us your testi- 
mony today. 

TESTIMONY OF HON. RICHARD W. P^LEY, GOVERNOR, STATE OF 
SOUTH CAROLINA 

Governor Riley. Thank you so much, Senator. And I appreciate 
the opportunity of being here. 

We have had a very Ine Southern Governors' Conference here in 
south Florida, and everybody's been mighty helpful. And we've 
dealt with some heavy issues, none of which are more important 
than the issue that you r^3 addressing here this morning. 

It's a pleasure for me u) follow Senator Traeger, who hcs provid- 
ed great leadership in Texas, also in the Southern LegislaUve Con- 
ference. And Tm so pleased that he's the chairman of that oreani- 
zation and will be providing that kind of leadership in the State 
legislatures in the South. 

I have three members here of our Task Force on Infant Mortali- 
ty, which is sDonsored, as you know, by the Southern Governors' 
and Southern Legislative Conference: Senator Bobby Scott, Lynda 
Robb I think is going to testify later, and Beverly Hogan of Missis- 
sippi. 

And it's a pleasure for me to have Rae Grad who is our project 
director and a very well-known authority on this subject, and her 
assistant, Ann Mayhew, and from my office, Sarah Shuptrine, 
chairman of the task force work group. 

All of these people are here to^ay to pr ide any help and input 
to assist in your efforts. 

Senator Chiles. We are delighted that they're here with you, and 
we look forwai^ "> using them all as the resource people in our en- 
deavor. 

Governor Riley. I appreciate the opportunity to come before the 
Senate Subcommittee on Intergovernmental Relations on the sub- 
ject of infant mortality. 

First of all, I want to congratulate you on your national efforts to 
improve infant mortality. The commission you have proposed in 
Senate bill 1209 is structured to be action-oriented and will help 
bring vi'^ibility and momentum and movement to what is an intol- 
eiable situation in our country. 

Babies are dying that do not have to die. Babies are going 
through life with defects that do not have to have them. That's a 
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travesty of our health care system. We know what to do to save 
babies lives, and we know how to do it. 

I have yet to hear a politician or a health-planner or a public cit- 
izen go on record to say: It's all right even though we know some 
things to do that will help to not let babies die that could be saved 
or let them suffer through life with disabilities when that could be 
prevented. 

What's missing is the political will and the societal commitment 
to place healthy mothers and healthy babies as a top priority on 
the local, State, and Federal agendas. 

The picture is not entirely bleak. There are movements afoot to 
help mothers and babies in creative and competent ways. However, 
the movements are yet to be coordinated, they're yet to be oi-ga- 
nized, nor are they continuous. And that's where I think your cxn- 
mission can do so much good work. 

We need a national focus to give the isolated energies now being 
generated to improve infant mortality a sense of cohesiveness and 
a sense of purpose. 

Let me begin by telling you about some of the things that please 
me regarding what is being done for infant mortality— and then 
some that bring m** concern — from my vantage point as a Gover- 
nor. 

Fiist, I am proud of the work of the Southern Regional Task 
Force on Infant Mortality, a relatively new effort which I have had 
the privilege to chair, formed last year by the Southern Governors' 
Association and the Southern Legislative Conference. 

The task force has been at work producing reports and working 
with the States to find ways to improve the infant mortality' pic- 
ture in the South. This effort began in the South because he 
southern States, as you know, have the worst track record tor 
infant mortality; and it is in our region where the most concentrat- 
ed improvement needs to happen. 

In 1982, 10 of the 11 States in the Nation wilh the highest infant 
mortality rates were in the South. Our task force is co: *'niHted to 
doing everything we can to help the Southern States put their full 
weight behind changes needed to improve the likelihood of a baby 
being born healthy and strong. 

As we well know, the problem of infant mortality is not just a 
medical problem* It is now policyniakers who need to carry the ball 
to establish many of the prevention efforts we know can work to 
save babies' lives. 

To that end, the task force will be issuing a report in November 
outlining recommendations that we see as important priorities for 
the South order to improve its standing in infant mortality. 
Along with this report, we will have model l^slation for State 
lawmakers to use to initiate legislative or policy changes to im- 
prove i int mortality in their respective States. 

Once our recommendc«i.ions and model legislation are issued, we 
will continue to work with S ate policjrmakers, corporate leaders, 
community groups, as well as health professionals, to make sure 
that we niuintain the kind of momentum we have generated to 
date. 
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We will be providing technical assistance to States over the next 
couple of years in order to put the knowledge and expert opinion 
we have gathered to good use. 

In my own home State of South Carolina we are attempting to 
deal with the issue of infant health. 

I was pleased to hear Senator Traeger talk about what's happen- 
ing in Texas; and I know Bobby will tell you obout Virginia. 

Although South Carolina's infant mortality statistics hover near 
the low end of the scale, that only gives us more impetus to do all 
we can. to turn the trend around. We have passed recently in South 
Carolina an indigent health- >,are bill, which, among other things, 
provides primary health-care opportunities for indigent families. 
We also have increased appropriations for our high-risk pregnancy 
program and we have expanded prenatal care through our country 
health clinics so as to provide such care in every single county of 
our State. 

We have a strong healthy mothers, healthy babies coalition as 
well as an active perinatal association. 

Through solid commitment, we are moving ahead. 

While each State can endeavor to take steos to address this need, 
the root causes of infant mortality are not being addressed in a 
consistent, comprehensive manner in the States or across the 
Nation. 

Poverty, teenage pregnancy, drug and alcohol abuse, out-of-wed- 
lock births, illiteracy, poor nutrition, are among the many complex 
factors that put a pregnant woman and her infant a risk for death 
or disability. Poverty has a great deal to do with infant mortality, 
and until we recognize that it does and take affirmative steps to do 
something about it, we will be held back in our progress to try and 
to make a difference. 

A person's income should noi, oe a deciding factor for whether or 
not they can receive proper health care. Prenatal and early child- 
hood health care must be universally available and accessible to 
anyone who needs it. I would ask the Commission to seriously ad- 
dress the poverty issue, its relationship to infant mortality and 
what can be done about it. 

In addition to poverty, I am concerned that not enough attention 
is paid to the social risks which affect infant mortality. The young 
teens, the high school dropouts, the jobless, the minority women 
ana children in all our States, have social risks which we must pay 
as much attention to as their medical risks. 

For example, the postneonatal mortality rate— that is, babies 
who die sometime between 1 month and 1 year of age — is ris'^^g in 
certain areas. This is a very worrisome trend because it portends 
an overall increase in infant mortality rates. 

One of the reasons that we suspect there is a rise in postneonatal 
mortality— over 1 month old by dying before 1 year— is due to the 
fact that babies born at risk are saved with medical technology and 
then sent home to less-than-adequate living conditions — to homes 
which are unstable, or to parents that are too young to make deci- 
sions about health and nutrition or to parents who are too poor to 
afford minimum health standards f^*^d have difficulty maintaining 
optimal health status for their chi\ .en. 
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I would ask the commission to look into ways to affect the social 
rsk factor's for improving infant mortality. 

Nutrition is another area of great concern. There is hunger in 
America, and poor nutrition can lead to unhealthy outcomes in 
pregnancy and the early months of life. 

In our Nation, the WIC Program is where nutritional health can 
be found for mothers and babies. 

Yet the WIC Program only serves one third of those who are eli- 
gible ard even less than that in certain areas of the South. 

Nutritionists have too large a case load to do meaningful work 
with thjir clients. In one Southern State, nutritionists carry a 1/ 
10^0 ratio for their client load. WIC eligibility differs from prenatal 
care eligibility. There are waiting lists and bureaucratic forms 
which act as barriers to receiv 3 the benefits of WIC. 

I would ask the commission to address the adequacy of the WIC 
Program and what can be done to improve it. 

With the a^'vent of the block grants in the early 1980's, much re- 
^nsibility w j thrown very quickly into the laps of the States 
along with a 25-percent or more reduction in Federal funding. In a 
recent survey completed by our task force, 100 percent of the 
States responded that block grant funds were inadequate to provide 
comnprehensive prenatal and pediatric care to all those in need. I 
would also ask the commission to consider the adequacy of the ma- 
ternal and child health block grant funds in their deliberations. 

One of the maior problems we face is that there is no national 
health policy and no national policy for preventing infant mortali- 
ty. And that needs to be changed. There is no groundswell of Fed- 
eral leadership or financial support for the simple preventive ef- 
forts which can mc'k such a difference for the future citizens of 
our country. When the Ff-deral Government imposes confusing 
rules, contradiciting regulation:i> cuts funds and exercises cautious 
leadership, the work load for the States Joubles. 

Your leadership is needed to bring focus to Federal ^ssues related 
o infant health. 

The irony is how cost effective and efiicient it would be to ad- 
dress these concerns. Sc often money spent on State and Federal 
prpgrarrs is nevor recou ped. Money or time spent on improving the 
outcome of m* »rs an- the outcome of babies > earned back by 
lowering of h and the need for State and Federal support 

of long-temr arJ welfare programs. Do'lars and time do 

have io be ii but the payback -'n dollars and lives saved is 

crucial for th^* Deing of our great Nation. 

Senator, I appiaud your efforts to plrce a Federal spotlight on 
this problem of mfant mortality and I pledge to you my commit- 
ment and support for your activities. The time for talk is ending 
and the time f'**' action is now beginning. Our task force is proud to 
be a part of that action agenda. 

Senator Chiles. Well, I am— I feel like a latecomer to this prob- 
lem, but the raore I see. Governor, the more I am delighted to see 
the work that's ort ther^ .d has been done. 

As usual, the States a* 'ays sort of find and discover these prob- 
lems and bring them to our attention. I have to tell you that the 
work that you and the Southern Governors and your conference 
has done make me proud of the South. We've got a heck of a prob- 
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lem, but we are not covering up. We are ready to deal with it and 
face up to it. And it's a problem this country has to face up to. 

We thank you very much for your leadership. And we look for- 
ward to your leadership, and we look forard to your continued lead- 
ership as we go forward in this endeavor. 

Governor Riley. Thank you so much. 

Senator Chiles. Thank you. 

I wonder if the first lady of Virginia, Mrs. Lynda Robb, would 
like to come and join Senator Scott and let them both tell us about 
the great Commonwealth of Virginia and the problem there. 

We are very delighted to have you here. 

TESTIMONY OF LYNDA ROBB, FIRST LADY, STATE OF VIRGINIA; 
AND HON. ROBERT SCOTT, STATE SENATOR FROM THE STATE 
OF VIRGINIA 

Mrs. RoBB. Thank you. Senator. Tm very pleased to be here. And 
I would just like to double and triple everything that's been said so 
far. 

Just let me depart a minute from my testimony to say that I 
hear lots of children's voices. And as a mother, I am pleased to 
hear them, because that's what we are talking about. 

And not so long ago, Bobby and I were at children— King's 
Daughters Hospital at Norfolk, and we saw a little baby there that 
had been in that hospital months. And when you talk auout cost 
effectiveness, as a mother, I mean, I have to im.nediately say that 
little baby could be my little baby, it could be Bobby's, it could be 
all of ours. It's something we care very much about. 

And before you even start to talk about how much money, you 
have to think the pain and the suffering the child has gone 
through and the mother and the family and what it means to 
them. 

And that little baby could have been delivered there at King's 
Daughters Hospital "'y $1,500 or very inexpensive. Bobby knows all 
the figures. But that little baby is there because the mother didn't 
get the prenatal care, didn't get the nutrition, didn't have the nur- 
turing and the opportunity to get into a health-care situation 
where she had that help. And so that baby was in the hospital for 
weeks and months. 

And I just got a letter saying that baby was finally able to go 
home. 

But there was ^his little baby who was trying to talk to us as we 
were having our meeting, and we could see the suffering. We could 
see, also, the amount that was being spent to save that baby's life 
and to nurture that baby in the hospital. And not only was that 
mother suffering, but our tax dollars were going, because that baby 
could have been delivered so successfully, healthy, if the n other 
had only gotten the support she needed. 

So I am very pleased to be here to testify as the first mother to 
testify this morning, since that's what we are talking about. 

Senator Chiles. Absolutely. 

Mrs. Robb. My husband, when he proposed the Southern Gover- 
nor's Task Force on Infant Mortality to the Southern Governors 
Association, they sponsored the policy resolution, immediately, 
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then he put me on it. Each Governor aopointed one member to the 
task force. 

All these other Governors appointed the head of their depart- 
ments of health and human resources, so I asked Chuck why did 
you put me on the commission? 

And he said: Well, we have to have somebody who has a little 
practical experience. 

But, anyway, Fd like to thank you for what you are doing. I want 
to tell you a little bit about what we are doing in our State. And I 
k^iow Bobby can tell you more. But it is an area where we do— 
there's a great deal of interest, and I am pleased with their leader- 
ship. 

Virginia is a thriving and healthy State, and yet many of our 
sister States, we, along with them, we fare relatively poorly in 
infant mortality statistics. Our State ranges from fast-paced living 
conditions in the northern Virginia area near Washington, DC, u) 
our rural stretches in Appalachia in our southwestern region, to 
our migrant workers and our transient military families on our 
eastern shore to our typical urban problems and strengths in our 
Capitol city of Richmond. 

We have a comprehensive plan for regionalized material and 
child-health services in our State to address this diversity. We also 
have an excellent public-health system. But obviously something is 
missing, because almost 1,000 of Virginia's babies die every year, 
many unnecessarily, before their first birthday. 

As a mother of three children, I understand and appreciate the 
value of quality pienatal care. Prenatal-care services are one of the 
most cost effective means of health care to prevent expensive prob- 
lems later on after the birth of the baby. In our State, almost 800 
women go through their pregnancies never seeing a doctor until 
they deliver their babies. They walk into the hospital in labor fre- 
quently. And some of the— you were talking earlier about the hc-.- 
pitals that turn these children away; we too have cases of hospitals 
that turn children away. Some of these are our children. 

Two of my three children are teenagers. I have three daughters, 
so I have a vested interest. So I really understand and appreciate 
the pressures tf^enagers have anu he struggle that they have and 
that we all hav5 of establishing themselves as mature people. 

Well, pregnancy is a particular hazaru to teens because of their 
immature physical development, their poor diet and the emotional 
stress. Teenage mothers are at risk for higher infant mortality and 
other complications, including child abuse of their offspring. In 
1983 almost 11,000 babies were born to Virginia teenagers— 11,000. 
And 234 of those teenagers were under 15 years of age. 

Knowing that teenager pregnancy and prenatal care are particu- 
larly important factors affecting infant mortality, I was eager to do 
something about them using the momentum from the Southern Re- 
gional Task Force on Infant Mortality. 

The task force members from Virginia got together with some 
S ate health people and we evaluated our resources and capabili- 
ties. After some discussion we decided to embark upon a Resource 
Mothers Program in areas of the State where there were high 
numbers of pregnant teens and high rates of infant mortality. 
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A Resource Mothers Program takes unemployed women from a 
community, trains them to counsel pregnant women and new 
mothers, and sends them back into the community to work with 
the high-risk pregnant teens. From my perspective the success of 
this program centers around communication and community sup- 
port. 

The pregnant teen is more likely to listen to someone from her 
own community and will be more likely to seek care when her com- 
munity demonstrates the value of her doing so. And when our 
friend from Texas was talking about some of their methods, I had 
to keep thinking about some of these in political terms. And I said, 
what we needed to do is go get some flushers in our community 
who would find those subjects, those teens who weren't seeking 
help, who would reach out to those women in the community who 
hadn't sought help and didn't know where to go when they found 
themselves pregnant, who didn't know the resources that there 
were. And to reach out to those, go find them and bring them into 
the system and get the health care for them. 

Instead of being ignored and chastised, this pregnant mother is a 
person to be cared for, hopefully by someone she knows and trusts. 

And the ripple effect is even as important in our community. We 
want to deter those teens, also, from becoming pregnant and dem- 
onstrating to young women outs'de the'^ teen years the value of 
prenatal and early childhood health care. And these are all spill- 
overs from our Resource Mothers Program. 

We see resource mothers as an important step in better utilizing 
a health system that already exists. We are not trymg to invent 
something new, we just want to get the system and the people to 
meet together. 

The funds for this program are Federal, State, and local, a true 
public/private endeavor. And this program is based on a program 
th^t has worked very successfully in South Carolina and Louisiana. 

I'his brings me to the general point that I wanted to make about 
improving the infant mortality picture not only in the South but 
all over the country. Whatever our weaknesses, our country has 
the strength of its family and its community behind it. The family 
and the community have been the cornerstone of our values and 
growth. Church groups, community action sororities, and fraterni- 
ties, associations such as the March of Dimes and the Red Cross, 
the Boy Scouts and Girl Scouts, the Junior League, many oV r 
groups exist as a foundation in every city and town across uie 
country. If we want to see significant changes in infant mortality, I 
respectfully suggest that we continue our efforts in the health and 
political arenas, but that we not forget where the changes will ac- 
tually have to come to make a difl'erence: The family and the com- 
munity. We all need to involve church and comm'jnHy leaders in 
all the plans for changes which we discussed toda\ . 

In a society such as ours with sophisticated health technology 
and resources, not all these deaths or disabilities of infants can be 
prevented. 

One of the things I think, also, we're talking about is cost effec- 
tiveness, we have been able to save so many babies' lives. But un- 
fortunately some of the babies that we can save still find them- 
selves with disabilities, because they didn't have that health care. 
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So I think ve also need to think of the amount of money we can 
save by avoiding those disabilities. 

We can't prevent them all, but we can prevent many of them if 
we can get the health care to the mothers. 

It is as simple as that. All children should have a fair start in 
life to allow them to be healthy and productive citizens. It is those 
children who will be taking care of us, we hope, in our later years. 

Thank you for the opportunity to testify before you, and I com- 
me*^ i you for your national plans and activities. Thank you. 

Senator Chiles. Thank you very much, Mrs. Rcbb. 

Senator Scott, we are delighted to have you here. We know you 
flew all night and you got your luggage at about 6 o'clock this 
morning. And you graciously allowed us to shuffle you some on the 
panel. And we know tne rule that you played as a member of the 
Southern Governors* task force and the rule that you played in the 
State of Virginia. And we are delighted to have your testimony. 

Mr. ScoTT. Thank you very much. Senator Chiles. My name is 
Robert C. Scott, and I am a member of the senate of Virginia. I am 
chairman of the Virginia Legislative Task Force on Infant Mortali- 
ty and a member of the Southern Regional Task Force ^n Infant 
Mortality, and an actwe board member of the Tidewater chapter of 
the March of Dimes. 

I became interested in the problem of infant mortality several 
years ago when I introduced legislation which would have required 
Medicaid in Virginia to cover prenatal care for women, for preg- 
nant women, for the first time, if \ne woman would qualify for 
Medicaid at the birth of the child. Although Virginia was one of 
only six States failing to provide this coverage, the bill was defeat- 
ed. It wfis subsequently reintroduced several years in a row and fi- 
nally passed in a watered-down version in 1984, just before the 
CHAP changes required this coverage. 

During the deliberations on that bill and subsequent legislation, 
it became clear to me that Virginia had the technology not only to 
reduce the incidence of infant mortality, but also to reduce the in- 
cidence of low birth weight and many birth defects. 

The problem of infant mortality is well-known. In 1983, '^9,400 
American babies died before their first birthday; that was more 
deaths than those caused by diabetes, breast cancer or leukemia, 
and almost as many as we lost on the Nation's highways. 

The infant mortality rate is higher in the black community and 
amongst teenagers than the rest of the population. 

We have found in Virginia that several conditions increase the 
likelihood of a child dying: Lack of quality prenatal care, poor nu- 
trition, smoking, drinking, and drug use during pregnancy, and the 
high incidence of teenage pregnancy. These same conditions cause 
low birth weight, which leads to increased incidence of mental re- 
tardation, cerebral palsy, hearing and visual problems, and other 
birth defects. There is a close correlation, Lynn just pointed out, 
between infant deaths and birth defects. And one study found that 
for every three babies that died, two were born so severely handi- 
capped that they required lifetime institutionalization. 

So if you cut your infant mortality rate, you are also cutting 
your defect rate. 
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The tragedy of these deaths and birth defects is that many were 
preventable. The shame on us as policy makers is that most of the 
preventative programs save more money than they cost, both in 
the long run and in the short run. For example, after "eductions in 
publicly funded prenatal care programs that occurred in San Diego 
in 1981 and 1982, a follow-up study concluded that the average 
cost, including prenatal care, for babies born to mothers who had 
received comprehensive prenatal care was 60 percent of the costs of 
babies born without the prenatal care. 

The institute of medicine, in its landmark study, "Preventing 
Low Birthweight," ^ found that for every dollar spent to provide 
comprehensive prenatal care could save $3.38 in the 

Senator Chiles. That's a pretty good bargain. 

Mr. Scott [continuing]. During the first year of the baby's life. 

A California study of a 5-year project found the amount that the 
net costs for 1,000 women was $750,000, including the perinatal 
services they received in the program. The cost to 1,000 wno did 
not receive such care was $4.6 million. 

The costs were reduced by increasing birth weight among babies 
born to project patients; reduced prematurity; reduced costs for 
child protective services; reduced costs for special education and 
similar services; and reduced costs for emergency room and hospi- 
tal care. 

Many other studies have concluded that money invested in pre- 
natal and nutritional programs, such as the WIC Program, that's 
been mentioned several times, save more money in reducing the in- 
cidence of neonatal intensive care than the programs cost. Signifi- 
cant additional savings accrue due to the low incidence of mental 
retardation and birth defects. 

Lynda mentioned the situation in King's Daughters Hospital. 
Our budget includes $2.6 million to cover babies that are in the 
hospital over the 21-day Medicaid limit. So that could be obviously 
saved if prevented. 

If the facts are so clear, why do we need another commission? 
The proposed commission can serve two essential functions: First, 
to review readily available information and prepare a specific legis- 
lative package; and, two, to serve to keep the issue of infant mor- 
tality on the political front burner. 

Senator Chiles. I think that point is very well-made and one we 
need to emphasize. We don't need a commission to study the prol> 
lem. We know what the problem is. All that work is— h€is been 
done and provided to us. We needed a commission to put together 
an attack plan and to help this generation of nationwide '^^npport to 
implement that plan. 

Mr. Scott. It is essential that the commission be given specific 
tasks rather than general goals. One might be to prepare a bill de- 
signed to reduce teenage pregnancy, rather than a general goal 
out-lining the problems which occur when babies have babies. 

The establishment of a new task force could suggest ^o some that 
new studies need to be done, and that we should wait several years 
as the evidence is analyzed and that there are mai:^ .iudies which 
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have been done, in the local, congressional area. Presidential Com- 
mission, and otherwise, that would outline about all the informa- 
tion anyone would want to know. 

The question of the need for new studies has been considered by 
the Southern Regional Task Force on Infant Mortality, and there is 
a clear concensus that no new studies need lo be performed and 
that participation in the task force should not deter implementa- 
tion of new programs. 

Since Governor Robb proposed the task force at the Southern 
Governors' Association meeting last year, Virginia has continued 
the fight against infant mortality. 

In the 1985 general assembly se."»sion, Virginia expanded prenatal 
care coverage to the maximum extent allowed under the Federal 
Medicaid regulations. We appropriated $150,000 to support teenage 
pregnancy prevention programs. We created congenital abnormali- 
ties reporting and education system, which requires reporting birth 
defects as a vital statistic and provides that the Health Department 
will notify parents of children born with handicapping conditions 
of available information, benefit programs and volunteer organiza- 
tions concerned with the particular condition. 

Discussions of bills related to the women's, infants' and chil- 
dren's program led to State money being appropriated to supple- 
ment the Federal WIC Program and the implementation of new ac- 
counting procedures, that will reduce or eliminate significant un- 
spent balances. 

We also established a legislative task force on infant mortality so 
that recommendations from the southern regional task force will 
be considered for 1986 general assembly session. 

Since the 1985 session, Mrs. Lynda Robb, our first lady of Virgin- 
ia, proposed a $100,000 pilot project entitled "Resource Mothers" to 
support low-income teenagers during their pregnancy. 

I would also point out that Governor Riley has continued the 
fight and it's a very comprehensive package in South Carolina, so 
that I think the southern regional task forces have demonstrated 
the fact that we have a task force that's not slowed up in any 
progi^ess. 

Senator Chiles. Good. 

Mr. Scott. I wanted to point out one thing that Senator Traeger 
pointed out, another burden to the situation, we have mothers that 
are having to make advanced financial arrangements for hospitals 
that will accept them. Many are taking advantage of the fact that 
they show up in an emergency-crisis situation and that hospitals 
have to take them. And that obviously creates a problem. 

In the Danville area, there are severe shortages of obstetricians. 
And hopefully the task force can address that; 1,300 babies were 
delivered in that area and there were 4 obstetricians to do that 
work. 

We had complaints of assembly line prenatal care, and it wasn't 
a surprise that the Danville infant mortality rate is one above the 
national and State average. 

Some women also mpy be unaware of their eligibility of Medi- 
caid. Sixty percent of those predicted eligible for the Medicaid took 
advantage of it for prenatal care. The other 40 percent did not. 
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In Virginia we are trying to figure out how we could get the 
word out. 

The new Federal task force could make many recommendations. 
It could first adopt a public policy statement that all Americans 
are entitled to comprehensive prenatal care. This would not only 
be enlightened social legislation and civilized medical practice, but 
it would also be sound fiscal policy. 

Every preventable infant death is an American tragedy, and the 
efforts made to save lives will also reduce serious birth defects and 
handicaps. 

I applaud the subcommittee for its concern and I urge the com- 
mittee to quickly recommend programs that are known to effective- 
ly reduce the incidence of infant mortality. 

Senator Chiles. Thank you very much, Senator Scott, for your 
comprehensive statements. And I think the point that all of you 
have made, that we need to really determine how we get a handle 
on this. Even v/here we have these programs out there, the pro- 
grams don't do us any good if we can't get the people to understand 
and utilize those programs. So that's going to be one of our greatest 
tasks of trying to figure through their i>eer groups and all how we 
get the word out there and how we bring them into the program. 

And it's interesting to hear what your experiences have been, 
what Texas' experience has been, because that's going to be our big 
challenge. 

Mrs. RoBB. And also uniform standards. That's one of the prob- 
lems. I mean, I just keep thinking that if I were 15 years old and 
didn't have a strong family support system, how would I find my 
way through the system? How would I find out, OK: Kow can I 
qualiry? Do I qualify for food stamps? Do I qualify for— what about 
maternal child care? 

The different standards; you have to go one place for one thing 
and another place for another. And you don't have any transporta- 
tion. What do we do? 

Senator Chiles. One of our witnesses that's going to tell us about 
that is a migrant mother who very much tried to work through the 
system and tried to find this care all the way through. And her tes- 
timony IS very, very startling and shocking to us of how difficult it 
is. 

Mr. S^OTT. Senator, skipping around, there's one statement I 
wanted to make su' e I made on the record. 

One recommendation the task force could make is to adopt the 
policy, public policy statement that all Americans are entitled to 
compr. ' :^''ive p enatal care. This was not only to enlighten social 
legislation but civilized medical factors would also be sound fiscal 
policy. 

Senator Chiles. I think it would. 
Mrs. RoBB. Second that. 

Virginia, we are just as tight as we can be with our money. And 
Bobby will tell you he's been fighting for it for years. But it's just 
cost effective. 

Senator Chiles. It is. 

Mrs. RoBB. That's where you can save your rioney, is by having 
healthy babies born. 
Senator Chiles. Fight. 
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Well, again, when we talk again about the wealth and the bless- 
ing that this country has, we know weVe got to sort of follow that 
admonition to ^'suffer the little children that come unto me and 
forbid them not, such is the Kingdom/* 

So we are delighted to have you all here. Thank you very, very 
much. 

Mrs. RoBB. Thank you for the work you are doi..^. 
[Mrs. Robb's prepared statement follows:] 
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PREPARED STATEMENT OF L\NDA ROBB, FIRST LADY, STATE OF VIRGINIA 

ThanX you, Senator Chil««, for inviting ■« to t««tify btfor* 
your subconnittet on behalf of mothers and babiea. Your idea to set 
up an Infant Mortality ComnisBion is an excellent one, particularly 
based upon the work ve are doing in my state and other states in the 

souttem region, Froa what I understand, your commission will not 
be one that studies thr problem, which we already know so much 
about, but rather will take quick and sure action to sketch out the 
basis for a national health policy on infant mortality. This is an 
area in which I have a great dea3 cf interest and I am pleased with 
your leadership. 

I would like first to mention a few things I am involved with 
in Virginia and then give you some general comments on the direction 
I think infant mortality improvement needs to take. 

Virginia is a thriving and healthy state, yet like many of our 
sister states, we fare relatively poorly in. infant mortality 
statistics. Our state ranges from fast-paced living conditions in 
the northern Virginia area near Washington, d.C, to rural stretches 
in Appalachia in our southwestern region, to migrant workers and 
transient military families on our Eastern shore to typical urban 
problems and strengths in our capitol city of Richmond. 

We have a comprehensive plan for regionalized maternal and 
child health services for our state to address this diversity. We 
also have an excellent public health system. But obviously 
something is missing because almost 100 0 of Virginia's babies die, 
many unecessarily, before their first birthday. 

As a mother of three children, I understand and appreciate the 
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alue of quality prenatal care. Prenatal care services are one of 
the most cost effective means of health care to prevent expensive 
problems later on after the birth of the baby. In our state, almost 
800 women go through their' pregnancies and never see a doctor until 
they deliver their babies. 

Two of my three children are teenagers, so I also undersf^nd 
and appreciate the pressures teenagers have and the struggle that 
they... and we... all feel establishing themselves as mature people. 
Pregnancy is a particular hazard to teens because of their immature 
physical development, poor diet, and emotional stress. Teenage 
mothers are at risk for higher infant mortality and other 
complications, including child abuse of their offspring. ^ In 1983, 
almost 11,000 babies were bom to Virginia teenagers, 234 of those 

4 

teenagsrs wsra under fifteen years old. 

Knowing that teenage pregnancy and prenatal care are 
particularly important factors affecting infant mortality, I was 
eager to do something about them using the morentum from the 
Southern Regional Task /orce on infant Mortality. The Task Force 
members from Virginia got together with soiP<t state health people and 
we evaluated our resources and capabilities. After some discussion 
we decided to embark upon a Resource Mothers Program in areas of the 
state where there were high numbers of pregnant teens and high rates 
of infant mortality. 

A Resource Mothers Program takes unemployed women from a 
community, t -ins them to counsel pregnant women and new mothers, 
and sends them oack into the community to work with the high risk 
pregnant teens. From my perspective, the success of this program 
centers around communication and community support. Th*" jregnant 
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tmmn iu »or« likaly to liattn to ■ *ionm fron her connunity anu will 
bm sort likaly to ummk. cars whan har coamunity dvsonst rates the 
value of her doing eo. Instead of being ignored or chastieert, she 
is a person to be cared for by soaeone ^he probably knows and 
trusts. Th'^ ripple effect is even as iaportant as the aain effect. 
Deterring other teens trom becoaing pregnant and deao. ^tratir to 
young women outside their tuen years the value of prenatal and early 
childhood health caro are all spillover results of such a coaaunity 
based project. We see Resource Mothers as an iaportant step in ^< 
better utilizing a h«a''th system thac already exists, me funds for 
this prograa wi'll be federal, state and local, a true public/private 
endeavor. This program is based on siailar efforts in South 
Carciina and L \iana. 

Th' brings me to the general po^ it that I wanted to make about 
iaprovinq t:*.,- infant mortality picture not only in the South but ell 
over the country. Whatever our weaknesses,* our country has the 
strength of the faail- and community behind it. The family and the 
community have been the cornerstone of our val^ues and growth. 
Church groui-s, community action sororities and fraternities, 
associations such as the Karc^. of Dimes and the Rad Cross, the Boy 
Scouts and Girl Scouts, the Junior League and so many, jiany other 
groups exis^ as a foundation in every city and tovr* ' ross the 
country, if we want to sec significant changes in ^.nfant mortality, 
I respectfully suggest that we continue our efforts in the health 
and political arenas, but that we not forget where the chanoe will 
actually have to come to sake a difference: the family and the 
community. »3 all need to involve church and conmunity leaders in 
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all th« plana for changaa which wa diacuaa. 

in a aociaty auch aa oura with aophiaticatad haalth tachnology 
and raaourcaa, n^c all but aany daatha or diaa' .litias cf infanta 
can ba pravantad. It ia a* ai«pla aa that. Ml childran ahould 
hs^'a a fair atart in lifa to allow tham to ba haalthy and 
productiva citizana. It ia thoaa childran who will ba taxing cara 
o. us in tha futura. 

Thank you for tha opportunity to taatify bafora you. I comiand 
you for your national plana and activitiaa. 
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Senator Chiles. I think Governor Graham has arrived, and we 
are going t^* put him on as our next witness. 

Come sit up here, Dr. Mahan. Tm delighted to have you take a 
chair up here and sit with the Governor. 

Governor Graham. Hello. 

Senator Chiles. How do you do, Governor. 

Govemoi Graham. Good. 

Senator Chiles. We are delighted to have Gov. Bob Graham of 
the State of Florida here to testify today. We know he's now chair- 
man of the Southern Governors' Conference, and as such, it has 
been a very important factor in the study that we have had pre- 
sented to us today or have talked about, by Governor Riley. The 
interim study that the Governors have done in regard to the infant 
mortality, we recognize the leadership role that you've played and 
the role that the Southern Goveinors are playing in trying to deal 
with this problem that we have. It's a national problem, but it's 
also one that we find that the South has the overabundance of. 
Much of that, of course, because of teenage pregnancies, because of 
the failure to get people into the syst-em. 

But it's a problem that we are attacking and know that we need 
to attack. And the States have already been dealing with that as 
we are now trying to put together a national plan. 

We are delighted to have you. Governor, your statement in full 
will be included in the record. 

You understand the time constraints that we are operating 
under, and you are one of the few people that I can say, help me a 
little bit here, because there are still more witnesses that we want 
to put on. And I recognize your time constraints as well. 

TESTIMONY OF HON. BOB GRAHAM, GOVERNOR. STATE OF FLOR- 
IDA. ACCOMPANIED FY CHARLES S. MAHAN. M.D.. DIRECTOR. 
FLORIDA MATERNAL AND CHILD HEALTH SERVICES. DEPART- 
MENT OF HEALTH AND REHABILITATIVE SERVICES. STATE OF 
FLORIDA 

Governor Graham. Senator Chiles, thank you very much for the 
opportunity to present what's happening in the South in a better 
understanding and then responding to this critical issue. I appreci- 
ate the leadership that you have provided in this area and the na- 
tional attention with the legislation that you have introduced, and 
these hearings focus on the question of infant mortality. 

I will just briefly summarize and than introduce a distinguifc**ed 
Floridian who in turn will introduce others who will give their par- 
ticular perspective on this critical issue. 

This issue speaks fundamentally to our society's respect for life. 
What our values are as human beings are tested in our response to 
the issue of seeing that each child has an opportunity to be nur- 
tured during gestation, to be safety born into the world and then 
raised as a healthy, happy, productive member of our society. 

We have set some goals for our State in a number of areas. In 
this part'cula^ field, we have set a goal that by the year 1990 the 
number of deaths per live births in Florida would be 10 or less, 
which IS the number that the Surgeon General has established as 
the national goal by 1990. 
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This would represent a continuation of the decUne in deaths per 
live births that we ave recently experienced. In 1983, of our 1,000 
live births in Florida there were 12.8 children born dead. And in 
1984 that number had been reduced to ^0.9. 

So the trend line is moving in the c ..ection that we have estab- 
l^hed. And throughout the types of pro^grams that have and will be 
discussed, we hope to continue that positive movement. 

The second goal which relates to an inportant dimension of this 
issue is reducing the number of teenage births. 

Last year ^^3.3 percent of all births in the State of Florida were to 
teenage mothers. That propulation represented an inordinately 
high pi ^portion of those births that were stillborn. It is our goal 
that by 1990 we would reduce the percentage of teenage births in 
Florida to 16 r^rcent. That will be a combination of educational 
programs approved, health programs, and other initiatives, particu- 
larly at the clients' level, which we are seeing across our State as 
having a substantially positive impact in reducing the number of 
teenage births. 

We believe that there is an important national role in this issue. 
V.Tiile at the State and local level and at the regional level through 
such organizations as the task force, headed by Governor Riley, we 
are working to develop means to reduce infant mortality. 

As a nation, we must recognize that our approach has been char- 
acterized by inconsistency, lack of coordination and a poor level of 
public understanding. 

Your bill. Senator Chiles, Senate bill 1209, to estabish the nation- 
al commission to prevent infant mortality is importlant to Florida, 
to the South, and to America, for three critical reasons. 

First, because there are gaps and shortcomings in our services, 
the ) is a need for comprehensive coordinated national prevention 
strategies through an expanded Federal role. 

Second, because the population at risk is largely silent, vulnera- 
ble, isolated. A powerful and credible advocate, such as your na- 
tional commission, is required. 

And, third, because neonatal care costs our Nation $IV2 billion a 
year. The work of your commission could save the Nation millions 
of dollars a year. 

More importantly, it can save the Nation thousands of children, 
not born alive or born with crippling developmental handicaps. 

We are stewards of all-too-limiied resources. We mus* balance 
our compassion with a sense of cost effective management and the 
national commission you recommend is an outstanding means to 
proceed. 

Florida is State government, our 11 million people, the subccn- 
mittee, the full committee, and the Congress need this legislation. 
And we would hope that the Congress would do so without delay. 
Our Nation needs the direction of your bill to keep alive our hopes 
for the next generation. 

Senator Chiles. We thank you very much for your statement. As 
I say, we will have your statement in full on the record, and we 
certainly look forward to continue working with you and the lead- 
ership that you have furnished. 

Governor Graham. Thank you very much. 
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Senator, at this time, I would like to introduce the director of 
maternal ai>d child health services for our department of health 
and rehabilitative services, which is the social service agency for 
the State of Florida, Dr. Charles S. Mahan. 

Dr. Mahan will introduce other Floridians who will speak to 
their particular experience in this vital issue. 

Senator Chiles. We thank you. And you are very fortunate to 
have a man likv Jharlie Mahan who's been working in that. He's 
been educating me in the subject and telling me kind of where to 
go, in Fort Mysrs and Broward County and Duval County and 
Hillsborough County. And he has other lists of places, and he's be- 
ginning to get me somewhat educated into the problem. 

Dr. Mal.^.1, we are delighted to have you here. 

Governor Graham. Thank you, sir. 

[Governor Graham's prepared statement follows:] 
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PREPARED STATEMENT OF GOVERNOR GRAHAM 



Good morning. 

Florida welcomes the Subcommittee on Ir tei:governiB«ntal 
Relations to Florida and to Miami. I am giateful for the 
opportunity to present test;mony on the unacceptdble race of 
infant mortality in America, particularly in the Southern 
stttes, and in Florida. 

Let me begin, Senator Chiles, by commending you for introducing 
critically important legislation on this isSuQ — S. 1209, which 
would establish the National Commission to Prevent Infant 
Mortal ity. 

Developing a cohertint national policy on this issue is vital to 
the success of our efforts here in Florida, and across A^nerica. 

The United States today has an intolerable level of infant 
mortality — ranking us 17th among the industrialized nations. 
Regrettably; the South contains ten of the eleven states with the 
nation's highest infant mortality rates. 

The quality of the care we give to our youngest, sickest and 
most vulnerable infants is a measure of the quality of our 
society. It is time for us to do better as a nation, and I 
commend you for leading the way. 

As chairman of the Southern Governors Association, in July 1984 
I appointed Governor Riley of South Carolina to lead a Regional 
Task Force on ^nfant Mortality. His testimony provides an 
excellent report on tne work of that task force. 

America must develop a commitment to reducing the incidence of 
infant death. Our nation's future, and Florida's future, will 
reflect the health of our babies and our children. 

We know how to keep babies from dying, we know how to work 
with vulnerable children to improve their chances for a 
productive life. And we know that we must use what we know to 
help these children. 

By developing strategies of prevention, wt can ensure not only 
the healt.hy growth and development of our children, but also make 
w'se use of the scarce resources available for health care. 

WO can save as much as ten dollars for every dollar invested in 
preventive prenatal care. 
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Today WQ have learned c'lree vital things: 

1. Who IS at risk? 

2. What are the costs? 

3. and what are the solutions? 

Answering the quastion of who is at risk, we know that 

- Iwo-thirds of all infant deaths occur in the first month of 
life. 

The factor most commonly associated with infant death is low 
birth weight. Those babies who weigh less than 5 pounds 8 
ounces have a 40 times greater risk of dying in the fist 
moonth of life. 

- Babies with low bir^-h weight are more likely to suffer from 
physA. al and developmental handicaps. 

Babies born to teen-age mothers are twice as likely to die 
as babies born to mothers in their twenties. 

Infant deaths are also related to factors such as inadequate 
nutrition and sanitation, unsafe housing, and lack of infant 
ca J services. 

- And the lack of prenatal care is a ma^or factor. That lack 
IS due in overwhelming proportions to the cost of that 
prenatal care. 

we have also learned a great deal about the costs: 

- A baby weighing less than 3 pounds, 5 ounces requires the 
high-cost, high-tech care of a perinatal intensive care unit 

at a cost of $20,000 to 9100,000. 

- Nationally, 25 ^er cent of the low-birti. weight oabies will 
require special education or long-term care. For each child 
in need, the cost will ran^e Irom $300,000 to $400,000. 

- By contrast, comprehensive prenatal care costs approximately 
$350 per pregnancy, not including labor and delivery. We 
could save approximately $10 in health care costs for every 
dollar invested in prenatal care. 
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The state of Florida's Departrrent of Health and 
Rehabilitative ser/ices estimates that our state couid save 
S25.8 million annually by investing in quality prenatal and 
post-partum care. For a significant fraction of batiea now 
at risk, such care would savo society the cost of neonaral 
intensive care, the cost of Icng-term institutional care^ 
and the cost of special education. 

There is no formula by which we can calculate the impact 
upon the quality of the lives we would save. 

And we have begun in Florida to find some solutions to ths 
probleir.. Mary federal programs can bo combined creative , with 
state funds to imp -ove access to prenatal and infant health 
care. Such programs include Medicaid, particularly its Early and 
Periodic Screening, Diagnosis and Treatment program; the 
supplemental food program for Women, Infants and Children, known 
as WIC; and national Maternal and Child Health progr,\ms. 

Programs can be strengthened by inert iSing eligibil-ty to more 
women and children, expanding the scope of services, and making 
those services more widely available. 

And states can create new programs, enlisting tie aid of local 
governments, private sector groups, and volunteers. 

we are proud of what we have achieved in Florida and yet, 
even with the solid results we have achieved, every 48 minutes a 
low-birth-weight baby is born, and evory five hours, an infant 
dies before its first birthday. 

This is unacceptable. 

To combat this critical problem, Florida's Department of Health 
and Rehabi litati ;e Services has implemented a network of Improved 
Pregnancy Outcome programs, primary care programs, and perinatal 
intensive care units. 

These programs have bef>n credited with reducing Florida's 
infant mortality rate f m 12.8 deaths per 1,000 live births in 
1983 to 10.9 per 1,000 m 1984. It is our goal to reduce them to 
below 10 per 1,000 by the end of this decade. 

The Florida Legislature deserves credit for its response to the 
problem, it has appropriated millions of dollars in additional 
revenue to establish improved Pregnancy Outcome Programs, Primary 
Care Programs, and Perinatal Intensive Care Units. 



- 3 



ERIC 



^ ."63-363 0 - 86 



36 



Particular note should be made of on* significant component of 
our Improved Pregnancy Outcome programs. We are the first state 
in Ainerica to implement a statewide Preterm Birth Prevention 
project, training more than 1,500 health professionals around the 
:>t.ate« 

We identify woiren in early pregnancy who are likely to have 
preterm deliveries. We provide them an intensive counseling and 
intervention program, weekly cneckups, and referral to drug 
treatment when needed to prevent preterm labor. 

The Improved Pregnancy Outcome Program is designed to get more 
women into care early in their pregnancy. We have implemented 
aggressive outreach programs to piovide access to those most in 
need — particularly those in our rural and inner-city areas, 
which are our traditional "pockets of poverty," and the zones of 
highest infant mortality. 

Our effort's have not 9one unrecognized. The Department of 
Health and Rehabilitative Services has received a National 
Achievement AwPrd from the U.S. Department of Health and Human 
Services. The overwhelming success of this program Is 
attributable to the cooperation and significant involvement of 
the Florida March of Dimes, the Htalthy Mothers, Healthy Babies 
Coalition, and the University of Florida Department of Obstetiics 
and Gynecology. 

Our Improved Pregnancy Outcome Program works because it is 
flexible. The re«'ult js higher quality care, healthier mothers 
and babies, and lower costs to society. 

Statewide, our network of Perinatal Intensive Care Units has 
produced similar results. These units have saved our state 
millions of dollnrs and more important, they have s^^ed 
children's lives. 

Follow-up examinations have established that the children who 
have been treated in these clinics have a 9 per cent impairment 
rate, and a 6 per cent developmental delay rate compared to 25 
per cent who would have been disabled if these centers had not 
been available. 

While we are dealing effectively with the problems of our 
children, we must recognize that we are dealing with them too 
late. 

Child abuse, family dissolutions, teenage pregnancy, 
homelessness and the other gn>^wing social problems continue to 
destroy the future of too many of our children. 
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must work «r the long term to develop cost-ef f ect i\ e 
strategies — chrough the Department of Health and Pehab il i tat i 
Services in cooperation with the Healthy Mothers, Healthy Babies' 
Coalition, through the Governor*s Constituency for Children, 
through the Legislature, the Congress, and in public-private 
partnerships — to find our future not in coping with crisis, bat 
through planning intelligently for our common future. 

Congressional leadership and assistance would be especially 
helpful in the area of high malpractice insurance costs for 
physicians, nurse midwives and other practitioners. These high 
costs amount to a barrier — a barrier oetween service providers 
and the low-income patients who desperately need their services. 

One critical element of our strategy must oe to deal with the 
issue of adolescent pregnancy — literally, children having 
children . 

TO a teenage mother m Florida: 

Every 35 minutes, a child is born. 

- Every four hours, a low-birth weight baby is born. 

- Every 16 and a half hours a permanently disabled child is 
born • 

In 1983, 15,532 babies were born to children 18 years old and 
und©r — including 1,996 babies born to girls age 15 and 
younger. 

Because these mothers have a higher than normal rate of 
low-birth-rate babies... 

because a fourth of these teenage mothers will become pregnan*- 
again in a year or less... 

because these mothers md their babies are the g*.>iatest 
risk... ^ 

it is time to address the problem of teenage pregnancy now. 
In Florida, many communities have adopted local programst 

- In Orange County, a scnool health program has reduced 
pregnancies by nearly 300 per cent in four years. 

- In Gainesville, the Alachua County Continuing Education for 
Teens — or ACCEPT — helped teenage mothers keep the rate 
of a second pregnancy to 7 per cent — compared to 37 per 
cent in a control group. 
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In Tallahassee, the Teenage Parant Sc^^ool <eeps teen Toothers 
in Lne classroo.n, and provides instruction in matecnal ana 
infant nutrition. 

In St. Petersburg, a YMCA-sponsored program called Pro3ect 
H.E.L.P. provides social services and education to pregnant 
adolescents and their babies. 

And in Tampa, the Jjnior Leagud is working to identify 
neighborhoods with the highest number of low-bi rth-weight 
babies, dni to develop programs to work with the women who 
live there. 

The Department of Health and Rehabilitative Services has formed 
a task force on teenage pregnancy, with this goal: 

Reducing births to unmarried teenage rrothers from 26.3 per cent 
of all live births today/ to 16 per cent or less by the year 
1990. 

In short, we are wor)(^ing in many ways to redu'^e infant 
mortality. But as & nation, we must racognize that our approach 
IS inconsistent, uncoordinated, and poorly understood. 

Our bill, S. 1209, to establish the National Commission to 
Prevent Infant Mortality, is important to Florida and to America 
for three critical reasons: 

1. Because there are gaps and shor tcon^i ngs in our services, 
there is a need for comprehensive, coordinated national 
prevention strategies through an expanded federal role. 

2. Because the population at risk is largely silent, 
vulnerable and isolated, a powerful and credible advocate 
— such as your proposed national commission — is 

requi red . 

3. And because neonatal care cost? our nation $1.5 billion a 
year, the work of your commission could save the nation 
millions of dollars a year. 

We are stewards of all too limited resources. We must balance 
our compassion with a sense of cost-effective management, and the 
national coirmission you recommend is an outstanding means *:o 
proceed . 

Florida's state government and our 11 million people — 
strongly urge this subcommittee, the full committee and the 
Congress to adopt this legislation withoot delay. 

Our nation needs the direction your bill will provide to keep 

ali.\e Our hopes for t'e next generation. 

Thank you. 
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Dr. Mahan. Thank you, Senator Chiles, and Governor Graham. I 

{'ust want to say a few short words about what we are doing in 
•lorida and then introduce the folks that I think will be most in- 
teresting to the hearing. 

basically, Florida's looking ahead to the goals set by the Surgeon 
General of the United States, so that by 1990, we would bring our 
three areas, our infant mortality in the State, our low birth weight 
numbers in the State, and the number of people getting early pre- 
natal care in the State, down to what the Surgeon General has said 
are acceptable levels for that period of time. 

Speaking to each of those areas in infant mortality, I think we 
will meet the goal if we keep on the same track that we have at 
the present time. 

We have award-winning prevention programs in place in the 
State, but our problem is that the State is growing so fast and we 
were already in a big hole in pregnancy and infant health services 
to begin with. It's going to be tough to get prevention going, and 
prevention effects don't show up for 1 year or 2 after they are of- 
fered, 

I think that we will meet that goal not only for the prevention 
efforts liiat we put in, but also because for 10 years through chil- 
dren's medical services we've certainly had the best regionalized 
high-risk care orogram in the United States, and that s been a 
model for the rest of the States. So for various reasons, I think we 
will meet the infant mortality goal by 1990. 

The low birth weight area, which is the main contributor to 
infant mortality, that's what we are now attacking. We were the 
first State to implement a statewide prevention program in pre- 
term birth prevention. We started that in early 1984, and we just 
got the statistics back for that year, which Governor Graham re- 
vealed to you. We had one of our sharpest ever reductions in infant 
mortality for that year. 

Now, that again is not only because of our pretrm birth preven- 
tion program, but it also helped that we established our neonatal 
intensive care program in Foil Myers, which is a very rapidly 
growing area. 

We started a preterm birth prevention program that had been 
used in San Francisco and the countr> of France very successfully, 
and we added a couple of elements that we felt /ere necessary for 
Florida's population. One is an extremely strong nutrition compo- 
nent. We feel that nutrition in pregnancy is one of the most vital 
elements to getting a baby that weighs more than 5V2 pounds. And 
we really stress that. We also stress that it is important for preg- 
nant women in Florida because of the heat, to make sure they 
drink a lot of water during pregnancy, which is the most important 
nutritional element pregnant people can take in. 

We also implemented ideas about stress management, ber >use 
many of our moms that have low-birthweight babies are under 
severe stress. This, of course, affects not only poor vvomen but 
middle-class and upper-middle-class working women 'vho are under 
stress at the workplace. 

Both the March of Dimes a':H our healthy mothers, healthy 
babies coalition in the State hav been very interested in sending 
that message not only to low-income women but to women of all 
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social and economic areas, because everybody has low-birthweight 
babies. 

I do think that we will meet the Surgeon General's goals for low- 
birth-'eight that he has set. Now, meeting those goals in infant 
mortality and low-birthweight are nice, but as Governor Graham 
pointed out, it still puts us in a pitiful position even if we meet 
those in relation to other countries in the world, because while we 
are doing better over that time, they're going to keep doing better, 
too. And we still are going to be behind. 

The third area that I mentioned was getting people in early for 
prenatal care. And Tm afraid that we'll not meet that goal by 1990. 

Again, primarily because of our massive growth, cities like 
Miami that were already totally inundated with folks to take care 
of that couldn't afford private care, have had 200 or 250 thousand 
immigrants enter the city and just absolutely haven't been able to 
keep up with it in services. And even though the legislature and 
the Federal Government have helped out to some extent, ^lobody 
realized the tremendous strain on the resources that thit would 
take. 

And I can't en^phasize enough that Florida's biggest problem in 
meeting these needs is just that we haven't dealt with growth in 
services the way we ought to. 

Last, I would say that Florida is a massive State. It's a very big 
State with all different kinds of people living in it. We are the 
melting pot of the United States today, like New York City was 100 
years ago. And we have rural areas, with many migrant workers 
living in them with some excellent migrant programs going, but 
many areas that aren't receiving any care at all. We are develop- 
ing ways of sending people out to those areas in terms on a daily 
basis to help them get care. 

In the urban areas, we talked about their overwhelming num- 
bers; our facilities are overrun, we are moving to night clinics, 
weekend clinics, things that we haven't done in the past, to try to 
meet the needs there. 

When we had 680 teenagers as we did last year, 14 and under, 
that had babies, we've got to be mighty concerned about our efforts 
in that direction. 

Senator Chiles. Absolutely. 

Dr. IVUhan. And we haven't mentioned very much about family 
planning, but we're making concerted efforts in that area, to espe- 
cially identify and help the woman at high risk of having a bad 
outcome of pregnancy so that we will put our resources where 
people need it the most. 

If there are no questions, I'd like to introduce the rest of the 
folks on the agenda, and I think that we will do that in the order 
that they're on my agenda, at least if that's all right. 

Senator Chiles. That will be fine. 

Dr. Mahan. First I'd like to introduce Gyla Wise, the State 
health coordinator for the Redland Christian Migrant Association, 
and she will introduce the folks that she has brought with her. 

Mr. Wise. Good morning. Senator. 

Senator Chiles. Good morning, Gyla. We are delighted to have 
you here. 
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TESTIMONY OF GYLA WISE, STATE HEALTH COORDINATOR, RED- 
LAND CHRISTIAN MIGRANT ASSOCIATION, ACCOMPANIED BY 
CARMAN RODRIGUEZ; MA.RGARET CAMPBELL, BROWARD IM- 
PROVED PREGNANCY OUTCOME, ACCOMPANIED BY ROUMAINE 
(DEBBIE) ST. ROSE; JESSIE TRICE, ECONOMIC OPPORTUNITY 
FAMILY HEALTH CENTER, ACCOMPANIED BY BELINDA AND 
TONYA BERRY 

Ms. Wise. With the time constraints that we have, let me just 
introduce, quickly, Mrs. Carman Rodriguez, and her son, Javier. 
Javier was born with spina bifida, a defect in his spinal cord. 
RCMA has been serving him in our Special Effort Handicapped 
Program for the past 2V2 years. 

Carman's story is pretty typical of that seen by many migrant 
mothers as they travrl up and down the stream. 

Since Javier is being noisy, I will hold him and let Carman tell 
her story. 

Senator Chiles. I think Javier wants to testify a little bit him- 
self I think maybe hp's going to be a politician here. He sees that 
microphone. 

Carman, we are delighted to have you here with your son, and 

will have your testimony. 
Mrs. Rodriguez. Thank you. I am a little bit nc^ ^ous and all. It's 
my first time. 

Senator Chiles. Just don't worry about that and just tell us your 
story. 

Mrs. Rodriguez. OK. I am a migrant worker, and we travel from 
State to State. At the time that I have Javier I didn't get any pre- 
natal care, because the reason was like in Bradenton, a short time 
of season, it's only 1 month. 

The clinics were there, but I didn't go because, like I said, it was 
onlv a month. So we moved down to North Carolina to the State, a 
little town, was close to the Simpson County. So I started to go 
there, to the clinic, but it was too far to go, *\nd when I got there, 
when I found out where it was, they told me that I couldn't go into 
the clinic because it was a different county. So they sent me back 
to Simpson County, and when I got back to Simpson County, they 
told me I had to go to a different clinic. So, ad aally, I was going 
back and forth. 

So I gave up and I didn't go to no clinic at all. 

Senator Chiles. But you tried to get to these clinics? 

Mrs. Rodriguez. I tried to. 

Senator Chiles. You knew something about the clinics? 

Mrs. Rodriguez. I knew that the clinics were there. 

Senator Chiles. You had care before, prenatal care there? 

Mrs. Rodriguez. Well, not in the State of North Carolina, no. 

Senator Chiles. In some of your other pregnancies? 

Mrs. Rodriguez. Yes, in some of my other pregnancies. I tried to 
get prenatal care for Javier, because I couldn't get into the clinics, 
because I got Lnuffled back and forth. So I gave up. By the time I 
got into West Virginia, I was 5 months pregnant at the time, and 
the clinic was far. There were social workers there that would try 
to help us and there were two more ladies to help us that v/ere 
pregnant at the time I was. 
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Like I say, I had five more children besides Javier. It was hard 
for me to have babysitters to take care of them so I would be able 
to get prenatal care. 

Senator Chiles. And you were working during this time? 

Mrs. Rodriguez. Yef^ I was. 

Senator Chiles. Trying to take care of your five children? 

Mrs. Rodriguez. Right. I work and then I try to take care of my 
children nd I was tryng to get prenat ^ care at the time, too. So I 
gave up on that. So when I came ba^K to the State of Florida, I 
came to my home base here, is in Hoinestead. 

So we came back to Hoinestead. I went into a clinic, I made an 
appointment. I st^irted getting prenatal care in Homestead, but 
they never told me that Javier was going to be born with birth de 
fects. So they just check your blood type and all that, and wait and 
all the procedures, what they do. 

Senator Chiles. Did ycj notice anything musual about your 
pregnancy? 

Mrs. Rodriguez. At the time that I was in Virginia, I did notice 
something was goin- n, because Javier didn't mo^e at all. 

Senator Chiles, l.iat was different from your other pregnancies? 

Mrs. Rodriguez. It was different from my other pregnar^ies that 
Ihar' 

Senator Ch £S. But you didn't have anybody to talk to about 
that until you noticed that you didn t feel this early movement? 

Mrs. Rodriguez. No, I did not. I didn't have any movement at all 
until I went into labor with Javier. 

So when I had Javier they told me he was born with spina bifida. 
And I got scared. And they did ask me whether I had any illness 
on my husbands side on my side of t' family. Well, I told 
them, no, you know, but they told me — I asl ' him why was Javier 
born that way, here ir Jackson. They told i ^ hat one out of 2,000 
mother-, there's a baby born wich a birth d ' :ct. And, T'm—unfor- 
trnately it was born on*^ of mine. 

Senator Chiles. I it you had no sonoj^fram or ..j 

Mrs. Rodriguez. No. They' didn't do no sonogram, no ultra- 
sounds, nothing at all, because at th time, like I am saying, I went 
to the clinic. They didn't / »pect that Javier was going to be born 
mth a birth defect. So they didn't do anything. 

Senator Chiles. Now, he h^. spina bifida? Now, tell me what 
kind of operations he's had since then and what 

Mrs. Rodriguez. Well, he was born on February 6. He had— 
spinal was open the same day that he was born. 

Senator Chiles. The spine was oj)ened? 

Mr. Rodriguez. Yes. They closed it up. When he as 1 month old, 
they had surgery done on him. 
Senator Chiles. Tell us what that means. 

Mrs. RocRiGUEZ. Well, a shunt means that it ^'oes inside, the 
liquid from the spine went to his head. His biain, they show me a 
picture, you know, his brain is circled with the spinal water around 
his head, and that's the— it's to prevent having brain damage. 

See, the fluid goes into his body system. 

Senator Chiles. Now, allows the fluid to drain and he would 
have had the 
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Mrs. Rodriguez. Right. It he wouldn't have had that surgery 
done, his head would be growing like a tumor and it would bust. 
Senator Chiles. Water on the brain? 

Mrs. Rodriguez. Right. But, so far, since he ha<u. this shot, ne 
hasn't had any seizure, any problems with it. His spine never had 
to be replaced at all, and when he was a year he had a hernia 
done, too. He was born with a hernia. So they did a hernia oper- 
ation, and that was — that happened out of Sarasota, because I went 
to Sarasota. 

See, I was here and doctors told me he couldn t move. So they 
re— you know, they postpone-' the » .rgery so I went to Sarasota, 
and I started working there. 

We had problems there, because we didn't have a place to stay at 
all. So I we it to— the lady told me that they had a aay-care center, 
our same program that th^^y had here in Homestead. So I went 
there, and the lady there, the director, she helped me out. There 
was a nurse there, too. She sent me to medical children'o service, 
that they had there in Sarasota. 

They did surgery on Javier, and usually his doctoi^, orthopedic 
doctor is Dr. Bello (phonetic). He's a very pood doctor, and when I 
don't understand something, he takes time to explain to me what's 
going on with him. He tells me step by step what they're going to 
do, what they're planning to do. And he has a doctor. His name is 
Gary (phonetic). He's ^^e doctor that's in charge of giving muscle 
exercises on his 1^. And he does very good job. 

Ha tells me what to do. 

Senator Chiles. What you are telling me is, you have had some 
very g'^ 'd care out there? 
Mrs. KoDRiGUEZ. Yes. 

Senator Chiles. But you've also had great difficulty in some 
places in getting any kin^ of care? 

Mrs. PoDRiGUEZ. Getting care at the time, it was hard for me. 
But since Javier was born, everybody's been helping me out, the 
day-care centers. He's in medical children's services program. He 
has hi,^ visits there. And so far, when he was born, they told me he 
wouldn't be able j move around, h's head's going to be lame, he 
wouldn't be able to sit up, he wouldn't be able to move his legs. 
And he does the opposite, you k 5w, the other way. 

Senator Chiles. Well, it's wonderful what we medicp'' can do. 

Mrs. Rodriguez. Right. 

And I do suggest that all the ladies, the migrant workers, . ou 
know — usually there's some ladies that they don't go to the clinics 
because there's a lot of w*=iiting around, and usually they take the 
little boys with them, bei use they don't have nobody to take care 
of them. And they stay there all day, sometimes they do, r'^me- 
times they don't. And 

Senator Chiles. Did I hear that they— in one place, they call 
your name one time and if you had gone out or taken your kids to 
the restroom, you "^ould miss it for the day? 

Mrs. Rodriguez. Right. You missed your call and then you had 
to wait around until the — they decided to call you back again. 

So — and there's some ladies that actually don't go to the clinic at 
all. They go when they're going into labor, "^hey go and fill out the 
papers for the clinic, and that's it. 
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Seii \tor Chiles. So a number of migrant ladies just give up and 

don't 

Mrs. Rodriguez. They do give up. 

Senator Chiles. But you were seeking that help at the time? 
Mrs. Rodriguez. Yes, I was. I was seeking help at the time I was 
in early pregnancy with Javier. 
Like I say, we travel from season to season. 
Senator Chiles. Do you follow the harvest? 
Mrs. Rodriguez. Right. 

Senator Chiles. So you go from Dade County up into the L aden- 
ton area p^d then you go to 

Mrs. Rodriguez. South Carolina or North Carolina, and we go to 
West Virginia, and then from there we go to Ohio; and then from 
Ohio, if we decide to go to Texas, we go to Texas. If we don't want 
to go to Texas, we just come right back to Homestead. But all the 
migrants from here 

Senator Chiles. I understand you have the problem sometimes 
with the crew chiefs, where you were going 

Mrs. Rodriguez. Yes, they do. Some of the crew leaders, they 
say, like this crew leader told us a lie when we go down to West 
Virginia. He said there were day-care centers, there were clinics 
close-by; they would have a lot of necessary things that we need. 
And they told them there was going to be a )^t of work for my hus- 
band. 

So we decided to go down there, but when we get there, there's 
nobody there. You know, ""here's no help at all. There was a lady 
that took a lot of effort tc* help us out, to show us where, and here 
and there, you kiow. But it's so much for just one person to do. 

Senator Chiles. And my understanding is when you sort of get to 
that place, you d(»n't have enough money to go somewhere else, so 
you have to stay and work, you can't 

Mrs. Rodriguez. We have to stay there and work until we get 
enough money to travel back again. So that's how we do it. 

And down in North Ca'-olina, we went there, they promised us 
work for 6 months. And after 1 week we finished the whcle crop 
because usually the ere w leaders have about 80 to 100 hands; some 
of them. Some don't. 

And you uon't make an honest day's work. You don't even get- 
like if you are pajdng $3.35 an hour, you don't even make in an 
hour what we do. Sometimes we work— out of the whole week wo 
work 1 day a week or 2 days. Maybe we even don't work at all the 
whole week. 

We try looking for work, because a lot of people have a lot of 
families, more than I do. And we do try to look for work, but usu'ii- 
ly the crew leaders have all the people that they need. 

S«iator Chiles. Charles, can you tell us just quickly, had this 
been discovered earlie* , what some of the things that might have 
been do ne? 

Dr. Mahan. Tliere is some evidence that with early care thiough 
family planning, that when people are planning to get pregnant 
we'll start them on high-dose pregnancy vitamins before concep- 
tion, and there's some evidence that you can prevent this problem 
by that method. 
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Now, if she had another pregnancy, we would certainly recom- 
mend that that be done before she gets pregr'-.it, and hopefully it 
would prevent the bad outcome completely Other than that, there 
are certain signs of spina bifida that can be picked up during pr^- 
rancy, if you are following people from an early time that would 
mdicate to you that there s too much or too little fluid aud that 
things w aren't going quite right or the baby wasn't going qvlle the 
way it should be. 

An ultrasoun"' could be done. And very often this condition could 
be picked up with ultrasound and then the baby followed and care- 
ful plans made for delivery so that the delivery can w^ke place in a 
center where the baby could receive optimum care. 

Senator Chiles. Tlioy're telling me in Jack^onvilie that they've 
even been able to operate and do the shunts during the pr^nancy 
it&elf in some instances. 

Dr. Mahan. Yes. That has been done. That wouldn't have been 
necescary in his case, would it? 

Mrs. Rodriguez. No. 

Dr. Mahan. But it might have been. I mean, it's a possibility. 

And that's one of the bad things about not (/icking it up. 

But, basically, ycu plan to make sure that she had the baby in a 
center that could immediately take care of the baby, because you 
don't know— spina bifidas are all different as to how they affect the 
baby, and you don't really know exactly wh/t kind of care he's 
going to need until he's born. 

Senator Chiles. Carmen, we thank you very much for your testi- 
mony, and we look forward to seeing Javier when he's 

Mrs. Rodriguez. Big. Grown up. OK. TTiank you, si/. 

Dr. Mahan. Margaret Campbell of the Broward Improved Preg- 
nancy Outcome Program. We'll introduce the next 

Senator Chiles. Margaret, we are deligh -ed to have here. You're 
already been trying to educate rre a little bit as we visited in 
Broward, and we thank you for being here. 

Would you introduce tl ) witness? 

Ms. Campbell. Thank you. This is Roumaine St. Rose. 

Senator Chiles. Tell us, what do you do, Margaret? What is your 
role? 

Ms. Campbell. Right now I am considered a community health 
nurse with ^he Broward County Health Department. And I have 
been working with the Improved Pregnancy Outcome Program 
since we s*ated it, oh, I'd say around April 1982. 

And in talking about numbers and growing numtiers of nO€ids for 
prenatal care, I can '•eally see an increase. But when I first started 
in the program, I was the only nurse that was going out to dv> the 
home visits, as well as to work the clinic with the doctor. Along 
with the doctor and myself was a health educator, a nutritionist, 
and a social worker. And I really see now, finally, I'm having to 
have other nurses to help go out and open clients' records for serv- 
ices. 

We were seeing somewhere in the neighborhood or averaging 
somewhere around 125 new prenatal patients per quarter daring 
the first 1 and 2 years. And the numbers have grown since then. So 
it's basically trying to find or target the high-risk ar*ja and trying 
to provide early prenatal care for those patients. 
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Senator Chiles. Now, in your program, my understanding is you 
have a wealth of ser\'ices: ultrasound, sonograms, nutritional care, 
all of these, the screening, and the visits to the doctor, along with 
classes. All of that is provided once you get somewhere into your 
program; is that true? 

Ms. Campbell. Yes, we do. Well, a lot of our health education is 
done on the initial visit as well as we do provide health education 
for the clients in the clinic. 

Not only do we have a health educator but we also have a social 
worker that they can see throughout their visit, if there's a need 
to. And we also have a nutritionist to help tell the patients about 
some Oi the foods that are needed in pregnancy. 

And this has really helped. 

We do have the maternity high-risk program which is a part of 
the Broward County Health Department, and it really has helped 
to provide good prenatal care to patients at high risk in pregnancy. 
We really have seen some positive outcome with the program. 

Senator Chiles. Ana then af^ r the pregenancy you continue 
some folio wup and >ou try to ex^^ .ain to the mother what birth con- 
trol devices are available and how she can regulate further — future 
pregnan s, if she wishes to do so? 

Ms. Campbell. Yes; they do come in for family planning within 6 
weeks. And they will also continue that service with us should they 
desire to do so. The prenatal client might also rei >ive care at our 
maternity high-risk clinic, and Roumaine will teil you a little bit 
about how she came into the program and what was done foi her. 

Senator Chiles. Once you identify someone as being a high- 
risk 

Ms. Campbell. Right. 

Senator Chiles. Now, with all the increases ^'ou are talking 
about, you are serving, I think you still have to> me that there's 
still an awful lot of people our there that you aio not seeing that 
don't know of the services or are nol in the program for some 
reason, that would be eligible. 

Ms. Campbell. Right. We try to do a lot of case fi;iding. A lot of 
times we go to the home to serve one pregnant client and there is a 
cousin or someone else that's there that's pregnant. So we often 
ask. Are you receiving and prenatal care? And we try to pass the 
word on and try to take a referral and get chem into the clinic for 
prenatal health services. 

But it is still a problem in trying to get to them or to relay the 
information to them that we do have these programs available. 

And the reasons we're not able to bet to all of them is because 
the numbers are so large so to provide the care that a lot of the 
clients need becomes difficult and again a lot of it is because of the 
growing numbers. 

Senator Chiles. Now, Debbie, you got into this high-risk pro- 
gram. Why did not get into that? 

Mrs. St. Rose. Well, first of all, I went down to the clinic and I 
had a pregnancy test done. And they had told me that I was preg- 
n .nt. 

Well, I was very— well, I v/as happy in a way, but I was also 
scared, because I had just lost a stillborn about 1 V2 years ago. And 
all I wanted was an abortion at first. 
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And they had lold me about the high-risk program and how they 
would want me to get into the high-risk program. 

So I had went and I applied, and they had helped me and I had a 
little girl. 

Well, I had lost eight children. 

Senator Chiles. Eight children? 

Mrs. St. Rose. I had five miscarriages and I had two stillborn. 
And I had tubal pregnancies, so I got a partial hj-sterectomy. And I 
wasn't supposed to be able to get pregnant as easy as I did. 

Senator Chiles. So after eight you were ready to just give up, 
\nd when you went there you were thinking about an abortion? 

Mrs. St. Rose. Right. Because I was very scared, because I had 
just lost a little girl IV2 years ago. And I was scared to go through 
it, because I was — I went into like a mentally — I was really nerv- 
ous and upset for a long time. 

But, then I tried their program out, and they 

Senator Chiles. They explained to you that they had this high- 
risk program that they thought they could do something for you? 

Mrs. St Rose. Right. 

Senator Chiles. And you deciJ^d that you would go through with 
it? 

Mrs. St. Rose. Yes. I decided I would go through with it, and I 
went to the high-risk program once a week. They had asked me if I 
was— if any pains were involved, and stuff like that. 

And I had told them exactly what was going on once a week. 
And they made sure I got my vitamins and stuff. 

And her3 she is. 

Senator Chiles. Hallelujah, that's wonderful. 

And so you had a normal baby at the end; how long did you 
carry here? 

Mrs. St. Rose. 9V2 months. 

Senator Chiles. Alter eight? That s wonderful. 

Well, you did watch what you ate, what you are eating, and did 
exactly what they told you? 

Mrs. St. Rose. Yes, I did. 

Senator Chiles. And I trust you didn't smoke or drink? 
Mn St. Rose. I didn't smoke, I didn't drink. I didn't do nothing. 
No. I went to parties and drank milk. 
Senator Chiles. Wonderful. 

Well, so you are a believer and with the proper care we can alle- 
viate a lot of these problems that you have had earlier on with that 
other eight. 

Mrs. St. Rose. Because I went to private doctors. Don't get me 
wrong, I had went to a private doctor, a very expensive doctor. But 
they have not seemed to help me none. Not as good as they did, 
you know. 

I had like if I would have a pain, they would take me right up 
there and get me a sonogram test done or, you know, get some kind 
of testing done to make sure the baby was all right. 

But my private doctor didn't even do as much as they did, and 
I'm ve^y glad for them. And if it wasn't for the high-risk program, 
I don't think Martina would be sitting on my lap today. 

Senator Chiles. That's wonderful. 
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Well, you wouldn't be afraid if necessary to have another preg- 
nancy? 

Mrs. St. Rose. Td like to go through it again, as long as the high- 
risk program is willing to take me. 

Senator Chiles. So what you are saying to us is that even when 
' )u were paying for the doctors before, that there's a problem out 
here to see that they're doing the proper screening and that 
they're giving the proper education, and so it's 

Mrs. Sr. Rose. I had went— I was 1V2 months, and 1 was having a 
lot of pain for like 2 months before that. And I had said: I don't 
feel good, I'm in pain. 

And the doctor kept telling me it was growing pains: It's growing 
pains. 

And I said: Well, you know, I guess you know what you are talk- 
ing about. I'm paying you good money. 

But it wasn't growing pains. The baby was slowly pulling away 
from my placenta. And she became a stillborn at IV2 months. I 

Senator Chiles. And you were trying to say something's going on 
down there, "I know something's wrong?" 

Mrs. St. Rose. Right. Even the day I went into the hospital, I 
thought I waii in labor. I went in and I told the doctor, I said: I'm 
in labor. 

And he said: No, you're not. There's nothing wrong with you. I 
examined you. 

And I sa i' Well, I'm not leaving this hospital until you either 
take the baby from me or I have the baby. 
And 2 hours later I started hen:orrhaging. 

If they would have took my baby 2 hours before I started hemor- 
rhaging, she'd be alive, because she was 7 pounds 10 ounces at 7 
months. 

Senator Chiles. Well, now, we appreciate very much your 
coming today, and we are delighted that you have this lovely little 
girl and for what the high-risk program has done that for you. And 
that's jupt a great example to us that if we can provide this kind of 
care out there that there will be a lot of happy mothers like you 
that we can take care of and that you won't have to go through 
eight miscarriages and bad pregnancies. 

Mrs. St. Rose. It's hard when you go through all that. 

Senator Chiles. And they also won't have to think about abor- 
tions either, because they will know that they can have a healthy 
child. 

Mrs. Sr. Rose. Because I'll try it again, some day. 

Senator Chiles. Wonderful. Thank you very much for your testi- 
mony. Thank you. 

Dr. Mahan. I think just a comment on that, we bandy around 
the term high-risk quite a bit. But we are often meaning two 
thirgs. We call people high-risk in the preterm birth program, and 
they d just be normal people that had a lot of factors that make 
them more likely, like Mrs. St. Rose, to have a bad-outcome preg- 
nancy or premature baby. And we don't send them into any special 
place. They stay in the clinic they're in. They re just seen under a 
protocol where they're seen more often, ^et nutritional help ana 
things like that. 

So it's rot an extra expense. It's just more visits and more time. 
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Now, if she, indeed, went into preterm labor and needed to have 
drugs, then she'd be referred to Dr. Ausbon's program in children's 
medicine services, and be taken over for her care there, which is 
the super-high-risk type of situation. 

Also, on the migrant testimony, you have to realize, and I think 
you do, that Florida and Texas have received the migrant workers 
for the best part of the year, whereas New Y rk and the Northern 
States get them for a very short period of the year. 

Wp tried to point this out to the folks in Washington so they will 
keep that in mind when they're doling out their resources to mi- 
grant programs The heaviest burden falls on Florida and Texas. 

Senator Chiles. So, even though they might count migrant work- 
ers, is what you're saying, if they sort of counted the number of 
months that they're here, they would be in Florida or Texas many 
more months than they would be stopping in these other States? 

Dr. Mahan. Yes. We found that to be true many years ago in the 
WIC Program. 

'^he next person on the program is Mrs. Jessie Trice, who is with 
the Economic Opportunity Family Health Clinic Liberty City 
here in Miami, and has been a hard worker for many years in this 
particular area. 

Senator Chij JS. Ms. Trice, we are just delighted to have you with 
us, because we know something about the good work that you are 
doing, and we are glad you can be with us today. And you can in- 
troduce your persons tl^at you have brought. 

Ms. Tkice. Well, first of all, let me say we have two of our teen- 
agers here, both of them are nervous. But I think you will rL^id that 
ihey will be able to respond to any questions and share the experi- 
ences. 

But I just want to really say how grateful we all are with your 
interest in helping us to reduce the infant mortality rate. And I 
won't take up a lot of your time to talk about the adolescent family 
life demonstration. 

Senator Chiles. Well, I want you to tell us a little bit about it, 
because you are having some good success now. 

Ms. Trice. OK. I think you know tLat we are from the Liberty 
City area in Miami. And that is an area with an infant mortality 
rate of 24. In essence, what happens to the mothers 

Senator Chiles. Now, that's figure that I want people to sort of 
get the grasp of. It's 24 per 1,000. 

Ms. Trice. Live births. 

Senator Chiles. And 24 deaths. And our State average is 10.9. So 
we are talking about something that is more than twice as much. 

So if you happen to be a mother in Liberty City, the chances of 
your chiW reaching its first birthday are less than 50 percent of 
what they would be under our State average, which is not good. 

Ms. Trice. That's very true. 

However, I think you heard from Dr. Mahan, we know that 
we've made a lot of progress. But, again 

Senator Chiles. Tell me what the average is for the people that 
you have beer able to get under your net, so to speak, or under 
your wing. 

Ms. Trice. The average— I'm sorry, I don't quite understand. 
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Senator Chiles. My understanding is, in your program, you on't 
have that 24 deaths per 1,000 live births. Tell me what that figure 
is. 

Ms. Trice. OK. The center, itself, has about, 1,100 deliveries a 
year. And out of these deliveries, last year we had lost two infants, 
which is really good. 

Now, in looking at our adolescent program where we have had 
300 pregnant teenagers to go through, we have not had any deaths 
withm that program itself. 

Senator Chiles. And, normally, Charles, the figures nationally, 
as well as Florida, show that the highest incident is usually among 
the teenage pregnancies of low birth weight and therefore the 
deaths that result. 

Dr. Mahan. Right. 

Senator Chiles. So that's very, very startling. 

Ms. Trice. Now, we believe, Senator, that our program could be 
replicated. We believe that it is cost effective, ana we think that we 
can help a lot more teenagers. 

Senator Chiles. Tell me something about your average cost, what 
would that break down? 

Ms. Trice. OK. Well, you know, we have bad the program for 3 
years. We were able to get the Department of Health and Human 
Services to give us $85,000 the first year. The second year we re- 
ceived $60,000, and this year we received something in the area of 
less than that. 

But, now, Iiat is for counseling, followup, the educational serv- 
ices that we are providing for adolescents, because certainly family 
health center is a rather comprehensive health agency, and we 
have the— all of the other services that were already there. 

So we were able to get a nurse practitioner. We have the obste- 
trician, we have counselors, and we have outreach, to help us with 
it. 

In fact, one of the major factors that we found helping our young 
folks to really look at themselves in a different kind of a way, be- 
lieve this themselves, and know that they can do whatever they 
want to do. We have provided a lot of sessions on nutrition. But, in 
addition to that, focusing on our several other factors that affect 
the total community and the total family; because I think we all 
know with our young folks when they become mothers or parents 
too young, oftentime" 1 hey drop out of school, and the reasons for 
that oftentimes is the> don't have child care people to help them 
with child care, they are not old enough to have developed employ- 
able skills. And we work with them in all of those areas. 

And Tm really very proud that many of our young help that we 
have had in our programs have not only had good outcomes for 
their pregnancy, but have remained in school and gotten into a 
training program. And we just hope that they will continue on that 
trend and become independent and be the good parents that we 
know they can be. 

Senator Chiles. What have your results been in regard to sort of 
repeat pregnancies? I know that you are giving counseling and 
family planning and birth control. 

Ms. Trice. Out of the 300 girls that we have had in our program, 
we have had two repeat pregnancies, and we think that's really 
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outstanding, because, Y m sure, Dr. Mahan, you will agree that 
once an adolescent gets pregnant usually you have just the boomer- 
ang effect, and the next year and the next year. But out of 300 
weVe only had like two. 

Senator Chiles. So they've been able to sort of take control of 
their lives and start planning and doing something toward 

Ms. Trice. Yes, they have. 

And I think you know that the approach our program takes is a 
total family approach. The pregnant adolescent is certainly the 
focus but after talking to Dr. Mahan and all of the others when we 
had our reduction in funds, we decided that we needed to focus on 
the other adolescents or youngsters in a family that were not preg- 
nant, with an objective of trying to see if we could provide health 
care, education, and information that would help those young 
people not to get pregnant. 

Senator Chiles. Younger sisters and 

Ms. Trice. And brothers. 

And thus far, of those that we had, we haven't had any of them 
to get pregnant. However, you know, we know that our program is 
young, but we think for the few years, we are happy. 

Senator Chiles. Well, you have had very dramatic results in 
your program, and that's such a dramatic plus. 

I hate to raise it, but the other side of that is, you are only serv- 
ing a small portion of the people in Liberty City where the need is. 

How do we expand that program, and is it information we are 
getting out, is it lack of funds? What, you know, why are we only 
seeing this, you only dealing with this small segment? How do we 
?et it expanded? 

Ms. liiiCE. We need more resources. Senator. There are many 

id programs within Dade County, xiot just ours. But as you heard 
D» Mahan say, within Dade County, the need for prenatal services 
and all other health services is just so dramatic, we just don't hav 
facilities nor the persons to ad ress the program. 

Senator Chiles. We can't afford not to put these resources in, 
can we? You have had such dramatic results with only two repeat 
pregnancies out of 300 teenagers, goodness knows, that's going to 
be the most cost-efficient program in the world. 

Ms. Trice. I certainly believe that. 

You know, I have been in preventive health care for the last 25 
years, and it is my belief that we could increase the dollars all 
within the area of preventi/e health care, what we would see a 
dramatic reduction in the infant mortality rate, and we would save 
a lot of money. I really believe that. 

I would hope, you know, that if there is any way that we can 
work with you or you do anything, that you could help us to get 
some more resources to further help us in our cause. 

Senator Chp.es. But even your resources have steadily come 
down from 85,000 to 60,000 to less than that? 

Ms. rRiCE. Right, In fact, I doubt very seriously after this year 
whether our Department of Health and Human Services will 
refund us at all or fund us, again. They toid us from the outset 
that it was a 3-year der lonstration project. 

Senator Chiles. So it was a demonstration project? 
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Ms. Trice. Yes. We would have to try to fi d funding for the con- 
tinuation. 

Senator Chiles. Have you been able to find 

Ms. Trice. Well, we went to the United Way this year, and I am 
pleased to say they did give us $25,000, which would be a little bit 
of help. But it still wouldn't help us to reach anything like the 
numbers of adolescents that we could reach. 

Senator Chiles. What kind of funds are you getting from the 
county? 

Ms. Trice. Currently we aren't getting any funds from Metro- 
Dade County. They provided us, though, with a great facility, and 
this kind of thing, but, no. Most of the funding that we get for 
health care comes from the Federal Government. 

We have Medicaid and Medicare, and the patients pay. We do 
charge. 

Senator Chiles. Many of these young people are eligible for Med- 
icaid? 

Ms. Trice. Yes. But you hnow, that that funding is very meager, 
and it certainly does not cover the cost of the care that the young 
folks need. 

Senator Chiles. Good. 

V^ell, I'd like to hear from your young ladies. 
Ms. Trice. Oh, this is Belinda. 

Belinda, do you want to tell the Senator about your experience 
and how old you are and — whatever you want to tell him. 
Beunda. Well 

Senator Chiles. You don't need to be nervous, Belinda. You may 
be helping us to try to solve a problem here. So we are delighted 
that 3'ou would come at this time. 

Beunda. Well, I am 16 years old and I got pregnant before I got 
in this program. I was referred to this program by my sister-in-law. 
Her name is Dijon. 

Since I have been in this program I got a lot of prenatal care. 
They referred me to the WIC Program, and a lot of counseling 
about why we should stay in school. 

Senator Chiles. So you stayed in school? 

Beunda. Yes. I am still in school, and I am working part time. 
Senator Chiles. What are you doing to take care of yourself? You 
smoking? 
Beunda. No. I am taking vitamins. 
Senator Chiles. You are? 

Beunda. Eating the proper foods, trymg to eat the proper foods. 
Senator Chiles. The WIC Program is helping you get some nutri- 
tion? 

Beunda. Yes. Uh-huh. 

Senator Chiles. You are also having counseling as you are gong 
there, about your future? Tell me what all that is composed of. 

Beunda. They're trying to to teach us to stay in school, and 
they're telling us to plan for the future, how we can take care of 
our kids and the plan for before the baby comes, to have babysit- 
ters, as we go to school, and try to finish school. 

Senator Chiles. Well, do you feel better since you have been in 
the program? 
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You were pregnant before you went in the program. Do you feel 
*ke you got a better grasp on your life and where you are going, 
where you are heading now? 

Beunda. Yes; because before I got in the program I was scared. I 
didn't know. 

Ms. Trice. Maybe Tonya would want to. Our other young lady is 
Tonya. 

Ms. Berry. Well, I stated the program last year with my first 
pregnancy, and I was pregnant before * got into the program. You 
know, they helped me out a lot, you know, things that I didn't 
know, you know, about taking care of the baby. You knc v, they 
helped me out with school and showing me things, you know, how 
to be . good mother. Now I am pregnant again, and, you know, I 
was going to a private doctor, yoa know. They would check me. 

And then I was scared. There was no kind you know, helping 
me, telling me how to be a good mother, you know, and telling me 
about school or anything. So I went back to the adolescent pro- 
gram, you know, and they helped me o a lot, you knov^ 

Senator Chiles. Are you still in school, Tonya? 

Ms. Berry. Yes; I am going bfick to school. 

^nator Chiles. Yes. 

i^ow, you are having another pregnancy? Tell me w' at you think 
about that now. 

Ms. Berry. I was upset at first, but it happened; you know. All I 
can do is go back to school and still do the things that I plan to do. 
It might be a little harder, but 

Senator Chiles. Did they try to tell you something about family 
planning at all before this? 

Ms. Berry. Yes. 

Senator Chiles. You didn't listen, then? 

Ms. Berry. No. I started, and then my mother, you know, she 
didn't approve of teenagers with birth control pills. And it was dif- 
ficult for me, you know. It was, you know— she didn't approve of it, 
you know: You shouldn't have been doing that in the first place. 

You know, and it was difficult, you know. I b^d to hide from her, 
and it was just difficult, yOM know, too hard. 

Senator Chiles. But you feel like the counseling has helped you, 
again, to get more control over your life? 

Ms. Berry. My family, you luiow, when I got pregnant again, it 
was so hard. I was thinking about putting the baby up, not this 
baby, the second baby, up for adoption and, you know, they helped 
me in every— I mean, I didn't have any help at home, you know. 
And I could tell them anything, and they went out of their way, 
you know, to help me. 

Ms. TmCE. What about the next one, Tonya? What about another 
pregnancy? 

Ms. Berry. No. 

Ms. Trice. You still haven't been able to talk about your mar- 
riage? 

Ms. Berry. Yeah. You know, well, I'm planning to get married to 
the baoy's father. So this time I won't have to be in her house, you 
know, because she didn't approve of birth control pills. 

Senator Chiles. Well, I congratulate you on that. That's wonder- 
ful. 
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But they also helped counsel your mother? 

Ms. Berry. Yeah. They talked to my mother, you know, and 
tried to get her to understand. 

Senator Chiles. We th-^nk you both. I know it's not easy for you 
young ladies to come here, but we appreciate your coming here, 
and I think it is an example of what your program is doing. 

Certamly your figures are so startling, that 300 live births to 2 
infant deaths, and two repeats. 

Ms. Trice. We just hope. Senator, that we can get some more re- 
sources so we can 

Senator Chiles. Well, we've got to. It's just, again, it just makes 
so much sense, we've got to. Your figures, again, show the cost ef- 
fectiveness of this program. We've got to just get the county think- 
ing and the State into thinking along the right lines, and the na- 
tional Governments' doing its part to share. That s really what our 
Nation is all about, to find out what we are doing right out there, 
and we know that there are a lot of areas and a lot of States where 
programs are working, where they are demonstration projects. 
Now we've got to take the ones that have worked and see how we 
can put them together into some national plan, and so that the 
care and the counseling will be out here and, again, we've got to 
learn the ways to get people into this program, too. 

Ms. Trice. I guess one other thing that our First Lady said, that 
we might involve the community. We have been able to get a soror- 
ity and a fraternity to work with some of our adolescents. We hope 
we can get more of that, because what these community groups 
have been able to do vith our young folks is to ser^e as role models 
and to help them. 

Senator Chiles. They tell me some of the Miami Dolphins, and 
others, have actually gone out into some of the junior high schools 
and talked to the young people and talked to them about getting 
control of their lives and talked to the young men, as well; we have 
the ladies here today, but I am glad to hear you say we're talking 
about counseling young men, too, because that's just as important. 

Ms. Trice. Right. You can't do much good if you don't, and we do 
need to work harder, I think, and find other ways to reach more of 
our younff men But we have been able to reach some, and we are 
still working at that. 

Senator Chiles. Their future is very much affected by this, as 
well. 

Charlie, can you give us any more at this time? 
Ms. Trice. Thank you very much. 

Senator Chiles. Thank you very much. And we look forward to 

calling on you 

Ms. Trice. Any time. 

Senator Chiles. As we go forward. 

Ms. Trice. Any time. 

Dr. Mahan. Thank you very much. Appreciate it. 
[Ms. Trice's prepared statement follows:] 
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PREPARED STATEMEXT OF JFSSH TRICE 



My name is Jessie Trice, Executive Director of th: Family 
Health Center, inc. located at 5361 N.W. 2^nd Avenue, Miami, 
Florida . 

The Family health Center, a federally iunded, community 
health center has been providing care to r**s:dc;ntb of 
Liberty City and surrounding ar as for over e»ighteen (18) 
years. The grentest demand for nealth care berviccb in this 
community comes from wontcn m their childbcarinc^ ayes. 
These patients are usually seeking perinatal care. 

Perinatal is the period preceding, durinc^ and after b^i-th. 
It includes care for the infant through the first year ol 
life. last year ramily Health Center provided health car«- 
to a total of 10,570 females in the childbearing nge group. 
Of this total one-third or approximately 3,400 were 
adolescents. Family Health Center patients had a total ol" 
986 deliveries during this samt. period. 

The mi ant mortality rate in Liuerty City is 24 »>^ompDica to 
a countywide rate of 12.7. This high mfani mortaJU^ laU- 
when analyzed can be correlated to the higa inciaence of 
adolescent pregnancies and the lack of adequate pronat..! 
Care services. Liberty City i^ab been debiynatcd t' inedicajly 
underserved area. There are not enough physicians located 
in this area to adequately serve the medieal needs of the 
resiaents . 

This high infant mortality rate and equally high teenage 
pregnancy rate prompted Family Health Center to write a 
proposal for the Adolescent Family Life Demonstration 
Project 111 1982. This program was funded by the Office of 
Adolescent Pregnancy Program in October 1982. 

The goals of the Adolescent Pro3ect are to improve the 
pregnancy outcome of teenagers by decreasing maternal and 
infant mortality; to significantly reduce the recidivism 
rate and to encourage a mere positive ps>cho-social outcome 
for mothers, their male partners and their babies and 
famiJies through counseling. 

In addition to perinatal care the clients rereive 
comprehensive health car* bervices, i,e nutrition 
counseling, dentaJ care, pharmacy services and 
transportation . 
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It IS known that teenagers cooperate with prenatal c^re 
better if they car see the same health care providers at 
each visit. The project has an Advanced Registered Nurse 
Pract itxor*.r who provides care up to the time that the teei. 
IS n ferred to the obstetrician. The ARNP provides 
exaiuinations, education and counseling. 

The program hat two counselors who provide individual and 
grcp counseling. The cou selors make home visits and try 
to include the father of the baby, parents and siblings of 
the pregnant teenager m the counseling sess'^on. 

The adolescents are also involved in family planning 
counseling, a family life series of educational and 
counseling sessions on health related topics. Other qroup 
sesFion include such topics us: comiiiun i cat ion .-.kills, 
decision making techniques; ale Moi/diug abuse and huiuar 
sexu lity. 

Delivery arrangements are made with local hospitals for t iie 
participants. The program staff tracks the adolescent 
mother her delivery to help her make ar: angements for 
pediatric care, child care, financial assi: tance and 
education. Referrals ure made Lo appropriate conuuuni 
agencies . 

During the three year period that this pr-. ect has been 
operating m the Liberty City area it has servea a tot.ii oJ 
28v participants? 193 pregnant and 93 non pregnant 
adolescent cj Sovent-^en per^-^nt of the participants^ aie 
1 - ier age c 5 years and o ^ are between 15 to 17 years of 
age. The n^n pregnant adolescents were all ser^""d during 
the first year as part of the prevtnti^.i compone**u of the 
project. The funding source disc(.*itinued th^s component 
after one y of the 93 non pregnant pa»-ticipants only 

tv;o became pregnant. 

The 193 pregnant adolescents on a whole had good pregnancy 
outcomes. The majority (192) were full term births; with 
only one premature delivery. There were only five cesarean 
sections J all others (97*) were normril vaginal deliveries. 
Ore adolescent had a still birth during her first trimester, 
after only one visit to the project. Only three 
participants have had repeat pregnancies (one dropped out of 
the t^rogram and the other two missed numerous appointments) . 

The project has been ole to <jet a total of 69 male partners 
involved. Family members - parents, siblings and extended 
members have participated overwhelmingly for a total of 335 
participants. Eighty percent of the participants have 
remained t^i school. Of the 20% that dropped out many 
returned after tue birth of the infant. Due to lack oi 
child care severa 1 were unable to return to school . 
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These statistics prove that this project is saccesstui! 

Due to inadequate fundinq the p^ -ram must limit the number 
of participants that it serves. However, there are many 
other adolescents in the community who coul<"' he cnrolleJ m 
the project. 

Teenage pregnancies have become an epidemic in the Liberty 
City area. The overall teenage pregi.ancy rate for Dade 
County IS 33 births per 1,000 females. In Liberty City the 
rate is more than doubled, 81 births per 1,000 females. The 
pregnant adolescent is categorized as high risk. She is 
medically, nutritionally, socially and economically in 
d inger . 

Pregnant teen«;ers out number the eapubility of the 
providers for health care in the area. They contribute re 
than their share of low birth weight infants and arc likely 
to have premeture bab''es. Frequently, the pregnai^t leon 
will interrupt or discontinue her edr:;ation. 

Teenagers seeking health care services encou.iter ma.iy 
obstacles, including inadequate health care t'acililieb, ioiuj 
waiting period for mcdicm appoinlmonls, lack of 
transportation and insufficient income. 

The high incidence ■ teenage pregnancy compounds thi 
prob''ems ot Liberty -ity which is already wrought with ma y 
socio-economic problems. These problems include: 
substandard and shortage ot housing, high unemployment, high 
crime and multiple health problems. 

The expansion of the Adolescent Family Demonstration Pro3ecl 
IS direly needed to help reduce the tet .lage pregnancy rate 
in this community. By reducing this rate the high infant 
morta'' y rate cou''d be reduced drastically. 
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Dr. Mahan. 1 think the only thing that bears repeating, every 
time we talk about infant mortally, and I know this is not news to 
you, but it is that the reason infant mortality is a major health in- 
dicator is because of what it represents. It doesn't just represent 
babies in graves. But it represents whenever your infant mortality 
is high, that means the number of damaged children is high, l 'so, 
so that children that are mentally retarded or have problems in 
school, almost all of that can be traced ba:k to 

Senator Chiles. And all of the continuing medical problems and 
medical costs that they have. 

Dr. Mahan. Absolutely. 

So if you reduce your infant mortality, you reauce tremendous- 
ly—you just generally start off with a healthier population. 
^ Senator Chiles. I think the statistics ^re also startling that show 
the result over the last 10 years, much of the reduction in Infant 
mortality, was based on onr meHical and technical skills that we 
have developed. Part of the resuL' is that it's given us a population 
with health f'^^cts. In order words, wf save the child, but did 
not prevent all of the health defects. So we created some problems 
while we were solving some problems. 

Or the other hand, if we prevented pregnancy or if we had, 
through the counseling and i :reening and nutrition, having normal 
pregnancy, then we don't create those future problems. 

But from the medical side, we may just be creating some future 
problems for ourselves as we are proficient in savirg life. 

Well, I think I want to thank all of our participants. I think 
hearing from our Governors, our States, cu - legislators, of what is 
being done, tells us that the opportunity is there. Then hearing 
from some of these mothers and some of the providers that are 
right on the firing line, also shows us what the responsibilities are 
that we have, and maybe challenges very much before us. We will 
probably try to hold at least one other hearing in Washington, and 
I am not sure, hopefully we are not going to have to hold a series 
of hearings after that. Maybe we can then see about marking up 
our bill. 

Any advice that any of you have ti at have been here and testi- 
fied today or just been in attendance, we are open, because we are 
trying to provide the best way that we can put forward this Com- 
mission and its mandate. We hope tiiat the Commission will only 
work for not over a year and report back to the Congrf.rf^ with an 
attack plan so that we can move forward tl.ere. 

With that, we will recess our hearing until further cause this 
year. 

Thank you. 

[Whereupon, at 11:15 a.m., the subcommittee adjourned subject 
to the call of the Chair.] 
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PREVENTING INFANT MORTALITY: INTERGOV- 
ERNMENTAL DIMENSIONS OF A NATIONAL 
PROBLEM 



FRIDAY, OCTOBER 11. 1985 

U.S. Senate, 
Committee on the Budget, 

Pensacola, FL. 

The committee met, pursuant to notice, at 9 a.m., in the Old 
Escambia Courttiouse, Pensacola, FL, Hon. Lawton Chiles presiding. 
Present: Senator Chiles. 
Staff present: Dennis Beal, press secretary. 

OPENING STATEMENT OF SENATOR CHILES 

Senator Chiles. Good morning. I thank you all for being here, 
and many of you for participating in our hearing this morning. 

I ejn sorry to be a fe ^ minutes late. I have been fl3dng since 
about 4 o'clock. We were in session lasi night till about 9:30, and I 
couldn't get out of Washington. I am delighted that we finished up. 
I was beginning to wonder whether I was going to get here at all. 

This is the second actual hearing ^hat we have held on infant 
mortality. We held one in Miami, and we will be holding other 
hearings in Washington. 

!t was very shocking for me to find out the United States was 
17tl in the world in infant mortality. That means if a baby is born 
in Singapore, Hong Kong, Japan, or Western Europe that baby has 
a better chance of celebrating its first birthday than a child born in 
the Unit^ States. When I think of the United States and every re- 
source we have, every blessing that we have beei. given by the Al- 
mighty, and the idet that we have this kind of record with infants, 
I am ashamed. We can do bevter than that, and w3 know basically 
it's possible to do because we fuiil a lot of communities have d^ne 
better. 

I want to compliment Escambia County and, really the panhan- 
dle of west Florida, because you are doing better, hotter than the 
State average, and in many instances better than th»* national av- 
erage. \nd one reason we are here is to find out what you are 
doins right that makes your average better. One normally goec to 
places where things are bad, to investigate an issue like this, and 
we have been there. Now we want to know about what is working 
right. 

And why are we doing that? Because the bill I am sponsoring to 
have a national commission on infant mor^Jity is a means of 
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trying to put together an action plan to see how we can improve 
these figures. 

We basically know what the problem is. The T)roblem is low- 
birth-weight baoies. If a baby is born and he or she is under 2 
pounds, the statistics strongly say that the low birth weight is the 
problem. We know that if we can prevent the birth-weight prob- 
lem, we are dealing with a very large percentage of the infant mor- 
tality problem, since 60 to 70 per • at of infant deaths are due to 
that. 

Other answers inclur'e proper screening to ^^et the prospective 
mothers in early, so we can get some kind of medical history on 
them. We know that if we find out if there are potential problems 
medical science is probably advanced enough to deal wivh those 
problems. Again, one of the reasons that you have a better record 
here is you have some programs doing that kind of proper screen- 
ing. 

What we are trying ix) put together is a pt-nel that will help us 
create a national awareness and national support, so that we can 
come up with a plan of how we attack this problem. We do not 
need a plan to have the Federal Government pay a lot of dollars 
ineffectively. 

In fact, I am not sure to what degree the Federal Government 
should be involved in the dollars. But the Federal Government can 
be a catalyst in tryin/j to put together a plan for the Federal Gov- 
ernment, and State and local governments, the private sector, the 
insurance companies and others, to deal with this problem on a 
timely basis. We don't need a long study, so we hope to do this in 
about 1 year once the commission is started. The commissioj vould 
come back with an action' plan. 

I have been involved and will continue to be involved in the 
battle to reduce the Federal deficit, and much of tliat battle has to 
do with reducing Federal spending. Still, we have to remember 
that television ad where the mechanic says, "You can pay nie now 
or you can pay me 1 iter," and that is exactly whe/e we are in this 
issue. If we don't pay now and have some front-end expenditures to 
se*^ up prenatal programs, set up the screening, set up teenage 
pregnancy prevention, then we are going to pay later. 

And we see the terribly high cost of the neonatal facilities and 
the treatment of these children that are born under 2 pounds. We 
see that the cost does/\'t end with trying to see that the baby lives 
rather than dies. It cc'itinues because most of those children are 
going to have permanent disabilities and permanent problems, 
which means that the cost will continue for their care from birth 
on. It meaiis in many instances if we don't do something about the 
early teen pregnancies, again, \/e are going to have mothers that 
will drop out of school, not have any kind of training, not have any 
vocation, and, theiefore, there will be problems and costs that we 
will have to pick up. 

We see that a dollar investment in prenatal nutrition for the 
supplemental feeding program for Women, Infants and Children 
Program saves as much as $3 in short-term hospital costs. Studies 
shows that the Women, Infants and Children Feeding Program re- 
duces the reonatal mortality by one-thiid and the incidents of low 
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birth waight by perhaps as much as 40 percent; $1 to $3, that's a 
pretty good return on your money. 

Prenatal care through programs like Maternal and Child Health 
and Community Public Health Services can save $3 for every $1 
spent. 

In Michigan a prenatal care project reduced the fetal and infant 
deaths from 300 per 1,000 to less than 50 per 1,000. And in Colora- 
do prenatal care reduced prematurity bj 13 percent. 

In sei vices for Medicaid recipients, that yields some $2 in lower 
health costs for every dollar spent. A $1 spent on childhood immu- 
nization, the shots for children, saves $10 in later medical cost? 

You must compare these savings in dollars and lives to th fact 
that the annual cost of neonatal intensive care io $1.5 billion. It 
costs on the average of $20,000 to $150,000 to graduate a low-birth- 
weight infant from neonatal intensive care. I point out again that 
gr? duation doesn't mean that you have a normal child at the end 
of that, it means that baby is going to live, but the baby still prob- 
ably will have handicapping problem? through the rest of his life. 

We know that low birth weight is associated with severe and 
multiple handicaps for children, so the lifetime cost of ledical 
care, special education, rehabilitation, is staggering compared to 
the cost of prevention. Today W3 are going to get a view of the cost 
of infant mortality in hunian and economic terms and the differ- 
ences that can bs made with preventive measures. 

So I say to my colleagues that if you want to come at this prob- 
lem from the humane angle and concerning the human suffering 
that you are going to avoid, you have got every reason to be for it. 
If you are saying, "Wait a minute, I don't want to be a bleeding 
heart, I want to know aL ut the dollars," you have got every 
reason to be for it as well. 

So it is that happy kind of time that Will Rogers described when 
he said, ''When conscience and convenience cross, that is the hap- 
piest time." Here is something that we can do to elin^inate sonae 
sufr nng and to put this country ahead and where it should be in 
regard to infant survival. Al the same time, it is doing a favor for 
the taxpayers and for all of us in the long run. 

Today we get a view of the cost of infant mortality in human and 
economic terms and the differences that can be made with preven- 
tive measures. 

Mrs. Sally Wendt is with us, the assistant to the director cf the 
Florida Maternal and Child Health Program, to givo us an over- 
view of the State's problem and what is beir g done to address it. 

And we also have a panel representing the administration of 
Sacred Heart Hospital, as well as the obstetric, pediatric, and the 
neonatal intensive care units there 

The head of the Escambia County Health Department and a 
nurse midwife froir the Pensacola Birthing Center will testify on 
the differences prenatal care can make to the health of the moth- 
ers and their babies. 

And the Children's Home Society will be represented to discuss 
their special prevention priograms for teens, v ho are particularly 
at risk. 
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Finally, we will have guests from Apalachicola, our rural area in 
the panhandle, that is particularly hard hit in terms of infant mor- 
tality. 

With each panel of service provides will be clients and patients 
who have personal experience in these problems. I found in my 
travels around the State that those who have experienced the trag- 
edy of high risk pregnancies, low-birth-weight babies and infant 
deaths are best able to describe the heart of the problem. It is my 
..^pe tha^ their experience will add to the hearing record in such a 
way that the U.S. Congress vill be compelled to address this urgent 
problem, and I thank all of th'^rn for coming here today and being 
willing to share their experiences with us. 

Sally, Ms. Wendt, we are going to call on you, if you will be kind 
enough to give us an oven^iew of the problem. 

TESTIMONY OF SALLY WENDT, ASSISTANT TO THE DIRECTOR OF 
THE FLORIDA MATERNAL AND CHILD HEALTH PROGRAM 
Ms. Wendt. Thank you. Senator 

Historically. Florida has had a very, very high infant mortality 
rate, one of the highest in the Nation, but in the last few years 
we've noticed that there has b en a drop in the rate, the infant 
mortality rate. And now in 1983, the statistics that we have show 
that the national rate is 10.6 percent, where Florida is now 10.9 
percent, so we're getting close to the national rate. We haven't 
been close before, but we need to drop it even further. 

Some of the rep-^ons that we have betn able to have an impact on 
our infant mortality rate is Florida in the 1970's set up a network 
of regional perinatal intensive care centers, like Sacred Heart Hos- 
pital here in Pensacola, and these hospitals were able to provide 
very good intensive cere to babies, low-birth-weight babies, babies 
who had problems at birth, and also are able to provide care to 
pregnant women who have some very severe ^ roblems so that their 
outcome is betcer. 

Now, that is very exj^nsive, us you will hear, and we are a:so at 
that point treating the outcome of pregnancy. And recently, since 
1980, in Florida we are now addressing the preventive aspect ol our 
^nfant mortality problem through the improved pregnancy outcome 
programs. We have just been able in * e last few years to go state- 
wide with out improved pregnancy outcome programs, and this is 
throngh funding by the Federal Government and increased funding 
thiough our legislature. The legislatuie has increased funding 
every year, we are very fortunate in that respect. 

Right now we have an improved pregnancy outcome project, we 
call them, offered through each county health department in 67 
counties in Floridd, and, hopefully, we will be able to address the 
infant mortality probleni through preventive measures instead of 
addressing the outcome, the poor outcome, of not having any pre- 
natal care, access to prenatal care. . .^rida has not had access to 
prenatal care prior to these improved pregnancy outcome pro- 
grams. 

When you compare the cost of providing prenatal care, preven- 
tive care, to these women of $1,000 to $1,500 total to the extreme 
cost of treating the outcome, the bad outcome 
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Senator Chiles [interposing]. So you are talking about $1,000 to 
$1,500 as compared to $20,000 to $100,000. which would be the cost 
to graduate one of the babies? 

Ms. Wendt. Right. That cost does not include the hospital cost. 
That is the prenatal care. And it s important you understand that, 
because that is a problem in Florida, the hospital care. 

But the cost for the prenatal care, yes. 

Senator Chiles. In many instances though, if there is prenatal 
care available we won^t have the low birth weight? 
Ms. ^\endt. Right. 

Senator Chiles. The mother will get the information about what 
kind of nutrition she should provide for herself? 
Ms. Wendt. Right. 

Senator Chiles. That she shouldn't smoke or sht shouldn't drink, 
and how to care for herself, to avoid having baby under 2 
pounds? 

Ms. Wen:>t. That's rig:ht. We provide very intensive patient edu- 
cation. We work with the WIC Program and the Family Planning 
Program In o. der to try to deal with this problem. 

Senator Chiles. And if she can't provide that nutrition sei*vice 
for herself because of tho financial means that she finds herself in, 
we will help get her into the women, infants and children feeding 
program and ether services that could be available? 

Ms. W VDT. Right. All women — we try to help women who are at 
the 150 percent poverty level. Federal poverty level, and all women 
in our IPO programs are eligible for WIC and nutrition services. 

Senator Chiles. Again, we will find that the figures will bear out 
that those that are in that poverty level will be the highest statis- 
tics of the ones that might have the low-birth-w ight child? 

Ms. Wendt. That's exactly right. 

Senator Chiles. Thank you, ma'am. 

Then we will go to our first panel, and that will be from the 
Sacred Heart Hospital. We are going to have Mr. Bob Roth, the 
senior vice president of finance; Dr. Lou Stalnaker, airector of ob- 
stetrics; Dr Reed Bell, director of pediatrics; Mrs. Jo McAtee, heed 
obstetric n^irse; Mrs. Elizabeth baker, a client; and Mrs. Ai(.a 
White, a client. 

TESTIMONY OF LOU STALNAKER. M.D.. DIRECTOR OF 
OBST'^TRICS, SACRED HEART HOSPITAL 

Dr. Stalnaker. Senator, I represent the obstetrical component of 
the High Risk Prenatal Program for northwest Florida, and have 
had occasion to work over the past 10 years with exactly the bene- 
fits that you ' ave enumerated in your initial re.narks* n?mely the 
cost benefit ratio of early intervention in pre n ncies, both high 
risk and ttiose not designated necessarily at high riSK 

We've had the experience observing patients that were inter- 
vened early in the pregnancy, were entered into programs of con- 
tinu.'^g prenatal care and careful observation, have had exactly the 
benefits pointed out; namely the s'^orter hospital stay, the better 
outcome medically, both for the mother and for the infant. 

And it's 'extremely difficult to quantitate the exact cost savings^ 
namely to enumerate the number of times a patient^ by haWng 
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early intervention, was not admitted to a hospital. Those are tough 
numbers to derive. But, by the same token, I caM tell you 10 years 
is a reasonable experience, and I he 'e worked in it daily along 
with others, and I can assure you that the benefits of not admitting 
patients with complications it would be forecast to develop that by 
continued monitoring, careful nursing care, and good physician oh- 
servation has deterred and absolutely subtracted those amounts of 
dollars which would have been vested, and the beneficial outcome 
for the quality of the product delivered and to the mother has been 
most rewarding for our services. 

Senator Chiles. Well, Doctor, you all are doing something right 
here, and obviously the fact that you are in this position and pro- 
viding the service certainly gives Escambia and your area here, 
and I am sure it is affecting Santa Rosa and further too, theie 
lower numbers. It has to be cost effective, as well as effective in the 
human suffering scale as well. 

TESTIMONY OF BOB ROTH, SENIOR VICE PRESIDENT OF 
FINANCE, SACr.ED HEART HOSPITAL 

Mr. Roth. My name is Bob Roth, and I am senior vice president 
for finance at Sacred Heart Hospital. 

Ac previously pointed out. Sacred Heart Hospital is a member of 
the Regional Perinatal Intensive Care Center Program in the State 
of Florida. That program basically has 10 centers throughout the 
State and a number of affiliate centers. There is funding for the 
program provided by the State of Florida, and there is also funding 
that comes into the program through the Medicaid Program. 

Basically, Sacred Heart serves 'i geographical area all the way 
from Pensacola to Tallahassee, FI. We serve approximately 550 
neonates per year, and some 750 high-risk patients in our perinatal 
clinic. 

The program is basica^y broke into three components. You have 
an obstetrical componert, which is the prenatal care, pnd obstetri- 
cal ^.elivery component for the high-risk pptient; and then you 
have the neonatal and intensive care center component, which is 
the care for the low-birth-weight sick newborn; and there is a third 
component, wh;:' is the developmental evaluation co nponent, 
which is a followup on tlmse graduates, if you will, from the neona- 
tal unit to determine the incidents of developmental disability. 

I think the State program has figures wiiich bear out that 
through prenatal care and the presence of a neonatal intensive 
care unit, the reduction in infant mortality and the reduction in 
developmental disabilities is significant, and that the State of Flori- 
da has £l good program ongoing. 

I guess our biggest concern from the standpoint of Sacred Heart 
Hospital iii: the availability of funding for such programs for the 
future. The Stale is not increasing funding and looking for method- 
ologies to decrease funding, similar to what the Federal Govern- 
^nent is, and the hospitals, in essence, are bearing a significant 
brunt. The related loses to this program for Sacred Hcj.rt Hospital, 
seme $1,000,000 last year. And what our concern is is that this is a 
proven program, which is of definite medical berefit, and on a 
long-term basis is a cost reduction program, but we have concerns 
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about the ability to continue the program in the future because of 
these reduced funding areas. 
Senator Chiles. All right, sir. 

Can you compare che dollar cost of treating a high-risk pregnan- 
cy with the expense of the neonatal care for low-birth-weight in- 
fants; can you give me anything about how much savings there is 
when low birth weight can be prevented th: jugh the accurate care 
of an at-risk mother? 

Mr. Rota. Well, there is a significant dollar savings that can 
occur. You are talking anywhere probably from $1,800 to $2,600 
hospital costs. And there is also a physician component, but hospi- 
tal costs for '•aring^ for an obstetrical high-risk patient and with a 
good outcome, that's the total cost that you are going to incur for 
that patient and the baby, somewhere between $1,800 and $2,600 
from the ^ ospital standpoint. 

And e you have pointed out, the neonatal course on the other 
side, our average is running some— $14,000 per baby is what it's 
costmg us to care for a neonatal baby at an average length of stay 
of somewhere around 18 days. There is a considerable difference. 

And the real, true low-birth weight, below 1,500 gram babies, will 
run as high as $150,000 to $200,000 to care for one of those babies, 
so the front-end preventive aspect is definitely a cost benefit. 

And I think the State has concentrated more on the neonatal 
component of the program than it has on the obstetrical compo- 
nent of ? program, and I dnn't know whether that's been the 
wisest course of action. 

Senator Chiles. Well, that's been our tendency in crisis medi- 
cine, not only here, but everything that we see. I think we are 
wi&hing up to that a little bit, that we spend a lot of time on the 
crisis part of it, and, or course, you ha^^e to. But if we would get 
ahead f the curve just a little bit, anu -pend a little more time 
and a fbw more dollars in pre ention, we would be better off. 

I think the State can be v. ry proud of its neonatal facilities. I 
know they can. I have benefited from those facilities. My grandson, 
who is I^wton, IV, was a low-birth-v/; .ght baby born in a 5V2- 
month pregnancy, and through the neonatal facilities at the Uni- 
vendty of Florida in Gainesville he was a sunivor. And I am get- 
ting ready to go see him, and he has just celebrated his fourth 
birthday. But I know what those costs are too, and I know what the 
other end of that picture is. 

How much does it cost, does Sacred Heart spend, on womc-i who 
just show up at the emergency room to deliver; you have never 
seen them •>efore, they never had any help before, they show up 
and they say, "I'm in labor." 

Mr. RoTF We are running at the present time somewhere be- 
tween 25 and 40, if I remember correctly, patients per month who 
show up in our emergency room. Probably 15 to 20 of those have 
not had any prenatal care, the remainder have bad some prenat?! 
care but hrve not had a designated hospital for them, and your av- 
erage deliveries are going to cost somewhere aror id $1,800 to 
$2,600 for that group of patients, so every month the hospital is 
spending $75,000 or $80,000 minimum in caring for that group. 
That group has shown an incidence of much higher low birth- 
wei^ht babies and stillborn babies 
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Senator C^^'les [interposing]. Can you give me any kind of statis- 
tics on that? 

TESTIMONY CF JO McATEE, HEAD OBSTETRIC NURSE, SACRED 
HEART HOSPITAL 

Ms. McAtee. I have the numbers I would like for you to look at. 

This is some information taken this year just from our delivery 
log at Sacred Heart. That is about the group of people ^hat we feel 
are underserved at this point. 

The people we are talking about in the first group, this red 
number right here, are ladies who came into our emergency room 
this year never having seen a physician at all. They received no 
prenatal care, no medical evaluation at all. Some of them were 
young women that did not even know they wc e pregnant until it 
was time to deliver the child. 

What happened to these girls 

Senator Chiles [interposing]. Didn't know they were pregnant 
until the time to deliver? 
Ms. McAtee. Yes. 

Senator Chii.^s. So a lot of that could be premature delivery too? 

Ms. McAtee. Yes; remember that we a^e talking about a prob^ 
lem that happens to 11, 12, 13, and 14-year-old girls in our State. 

Senator Chiles. I had the same feeling that the audience did, 
sort of a titter went th'-^ugh the crowd, how could that be, but 
when you are telling me now we are talking about 11 and 12-year- 
olds 

Ms. McAtee. We're very much talking about baoies having 
babies in oiir State. 

What happens to these girls is that 6 percent of the babies, 
Scared Heart only, -iied, they were stillborn 

Senator Chiles ! interposing]. I think it would be helpful, Jo, if 
you would stand Up with that, and if you would pick up that hand 
mike, then our audience can see that as well. 

Ms. McAtee. The figurr ; that we are talking about in this red 
column f^ve the ladies that had no prenatal care whatsoever. Of 
those ladies this year at Sacred Heart between January and yester- 
day, 6 percent of the babies were stillborn, there was nothin^ ve 
could do for those babies; low birth weight accounted for 20 percent 
of the babies that they had; premature rate, the baby is born before 
36 weeks, were 37 percent of these ini'ants. 

Maternal complications, and by that ^ mean those complications 
that were life threatening to the mother, things like toxemia, hem- 
orrhage, two of these ladies, in fact, went from labor and delivery 
to the intensive care unit at the hospital. One of them had a bill 
that was well over a $100,000. 

In the second group I looked at another group of ladies who I 
also feel are underserved, but they did have some prenatal care. 
Some of these ladies were fortunate enough to qualify for the IPOP 
Program after it came to our community. They had betwee^^ one 
and five prenatal visits. Certainly not optimum, but they had l me 
care. 

Senator Chiles. Now, what wo'tld the range of cost be for that, 
one to fivi* visits? 
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Ms. McAtee. That would depend on the particular unit being 
used. If they were served in a clinic, their total fee for prenatal 
care could be something like $750. These ladies probably p- ld what- 
ever they could, and went to a physician maybe for $25 a Wsit. 

Senator Chiles. So roughly maybe $25 a visit, so that is $125; 
only $125, in other words, and the figures improved that drastical- 

Ms McAtee. They improved very dramatically. 

Two percent of their babies, instead of 6 percent, were stillborn; 
ll percent were low birth weight; 3 percent were premature; and 5 
percent of tne mothers had serious c >mplications. 

I think if we look at the perinatal statistics through the State of 
girls what were served in prenatal clinics at a center, you will be 
even more impressed by those. I can tell you only from Sacred 
Heart that last year the girls who were cared for in our clinic, 9 
percent of their babies went to the intensive care unit. This year so 
far 8 percent of those babies have gone to the necnatal unit. So 
there is a lot of improvement we can see. 

Senator Chiles. So what you are saying is if you had a third 
chart that showed those that had been u\ the progiam from its 
start and then followed tlx^ough, their numbers would be totally 
different from these? 

Ms. McAt3E. They certainly would. 

Senator Chiles. They ^ uld be improved? 

Ms. ?^cAtee. They wo i. 

Senator Chiles. Way above even the green chart? 

Ms. McAtee. Uh-huh [indicating affirmatively]. 

The complications and information is broken out in the yearly 
report of the State perinatal center that is published by our State, 
so that would be the place to look for that information. 

Senator Chiles. Thank you. 

Dr. Bell. 

Ms. McAtee. I have one more thing I want to say. 
Senator Chiles. Could you tell us briefly some of your experi- 
3nces in pediatrics, and if you would introduce your patient for us? 

TESTIMONY OF REED BELL. M.D.. DIRECTOR OF PEDIATRICS. 
SACRED HEART HOSPITAL 

Dr. Bell. I am going to let, if you would. Senator, Ms. McAtee do 
.hat. She has prepared a little further statement about followup 
care. 

Senator Chiles. Fine. 

Dr. Bell. But I would just add one rtaten ent of thanks. Thanks 
for your initiative. And also I svoul^ ' '^.e to thank Sacred Heart 
Hospital for its tremendous c^mmitmei.. to child health care. 

And, of cou**se as pediatricians we look upon the newborn as our 
initial responsibility certainly, and we have seen a tremenr'ous im- 
prc /ement in benefits for y yang people starting at infancy. And, of 
course, with the Development Evaluation Program this is ^ery im- 
portant, and some statistics will be given in that regard. 

Of course, I think we have started the solution to the problem of 
low birth weight with our efforts in neonatal and intensive care 
and these followup programs, and certainly they should be main- 
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taiued, but there is obviously a great need for improved prenatal 
care, so we want Dr. Stalnaker and them to get on with it, and we 
certainly appreciate your help. 

Senator C"''*^. I wonder if any of you could give me any kind of 
feeling for how many of the people are getting the information, or 
that we have in the network or in the program, as opposed to the 
numbers that are actually out there; in other words, how many are 
not getting served? What percentage do you think we are dealing 
with, from this area and any other areas? 

Ms. McAtee. The only numbers that I could really give you come 
from patients who were delivered at Sacred Heart, and in this year 
so far we have delivered 175 patients who did not have adequate 
service. 

Senator Chiles. 175? 

Ms. McAtee. 175. 

Senator Chiles. Is that number coming down every year or is it 
going up? 

Ms. McAtee. That number is going up every month. 
Senator Chiles. It is going up every year? 
Ms. McAtee. Every month. 

Ms. Wendt. Statewide we are only serving about 65 percent of 
the need of indigent women throughout the State. In no place are 
we serving 100 percent in prenatal care. 

Senator Chiles. Jc, would you introduce the clients? 

Ms. McAtee. I would like for you to meet Elizabeth Baker. Eliza- 
beth received care in the perinatal clinic, and she would like to tell 
you her story, just very informally what her experience was like. 

Senator Chiles. Elizabeth, we thank you very much for coming. 
\Ve are delighted to have you as a witness. 

TESTIMONY OF ELIZABETH BAKER, A CLIENT 

Ms. Baker. For me this is my third pregnancy. I had two prema- 
ture deliveries in which both of the babies died. And I went to the 
perinatal clinic and I received information about nutrition 

Senator ChiuSS [interposing]. In those two earlier pregnancies 
where you lost your baby, had you bad 

Ms. Baker [interposing]. I only received one visit with each one 
of those pregnancies. 

With her T went to the doctor every week, and I received infor- 
mation about nutrition, things I should do to prevent me from 
going into labor early, and I had a good outcoms with the perinatal 
clinic. 

Senator Chiles. You brought that great outcome. Will you intro- 
duce the outcome to us? 
Ms. Baker. This is Shanoltra. 
Ms. McAtee. Shanoltra is 2 'veeks old. 

Senator Chiles. Wonderful. Now, you went to a full term in this 
delivery? 

Ms. Baker. Uh-huh [indicating affirmatively]. 
Senator Chiles. Didn't have any complications? 
Ms. Baker. No complications. 
Senator Chiles. Got a very healthy baby? 
Ms. Baker. Got a very healthy baby. 
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Senator Chiles. That is a great improvement over the terrible 
situation you bad with the first two. 

And you took care of yourself, and they taught you what to do, 
and how to treat yourself? 

Ms. Baker. Yes. 

Senator Chiles. I trust you didn't smoke? 
Ms. Baker. No, ^ didn't smoke. 
Senator Chiles. Didn't drink? 
Ms. Baker. Didn't drink. 
Senator Chiles. Wonderful. 

Ms. Wendt. Where did you get your prenatal care? 
Ms. Baker. At Sacred Heart perinatal clinic. 
Senator Chiles. How did you find out and get into the services 
here? 

Ms. Baker. At first I went to the OB Clinic, which is located on 
Palafox, end since I was < ^nsidered a high-risk patient, because I 
had two premature delivenes, they recommended me to come to 
the perinatal clinic. 

Senator Chiles. So they just did a medical screen of your histo- 
ry? 

Ms. Baker. Uh-h'^a [indicating affirmatively]. 
Senator Chil':^. They said you need some help, and they referred 
you then to Sacred Heart? 
Ms. Baker. Yes. 

Senator Chiles. Well, that was a good day for you. 

Why were you not able to get care in the first and second cases; 
did you not know about it? 

Ms. Baker. At the time, I was 17, and 1 didn't have— my finan- 
cial situation wasn't that I could afford to go to the doctor to get 
help. 

And then when I did apply for Medicaic^ T had to wait for m^- 
Medicaid card to come, and by the time I got my Medicaid card I 
had delivered the baby. 

Senator Chiles. So the redtape of trying to get that help when 
you didn't have the financial wherewithal got you into that situa- 
tion? 

Ms. Baker. Yes. 

Senator Chiles. We thank you very much. 

Jo, are you going to introduce Ms. White for us? 

Ms. McAtee. Y'^s, Senator. This is Aida White. She has her son 
with her, obviously a very fine boy, and she would like to tell you 
her story too. 

Senator Chiles. A1! right. 

Thank you very much for coming Ms. White. 

'TESTIMONY OF AIDA WHITE, A CLIENT 

Ms. White. Thank you, sir, very much for your time. 
And I want to thank all who helped me at Sacred Heart Hospi- 
tal 

I had surgery, I had infertility surgery, because we couldn't have 
a baby before. We've been waiting for 5 years. 
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Then after I get pregnant, my husband, he was in the service, 
and he got out of the service because he had GI bill and he want to 
go to college. 

Then we was going to doctor — I was 7 months pregnant and we 
was going to doctor, then we find out there is no way we can afford 
it, because they were asking for at least between $3,300 and $3,400. 
And 

Senator Chiles [interposing]. That was a deposit before you could 
go to the hospital? 

Ms. White. Oh, yes, sir. There is no way they will agree to have 
the payment, and we find out there is no way we can do it. 

Then we find doctor who said, "OK, I'll take care of you, but you 
have to pay my fee before the baby born, then you can niake the 
hospital payment," which was $2,200. And I have 90 percent 
chance to have C-section, and if I have C-section I have to pay 
double. 

So we get to the point 

Senator Chiles [interposing]. That's a Cesarean? 

Ms. White. Yes, sir; and we try to find hospital can take me. 
Nobody will agree, because I was 7 months pregnant. They all 
wanted the whole fee. 

So I come home, and we didn't know what to do. The only thing 
we can figure out, have the baby at home in a last minute emer- 
gency. Then I say my prayer, and I sit on the phone, and I call 
every hospital I could. 

Then God answered my prayers, and I gat answer from Sacred 
Heart Hospital that if I get in touch with perinatal clinic they will 
see how they could help me. 

Well, I was more than lucky, because they only asked me— they 
take to look at the financial we have, and then they only charge 
us — and Tm glad we did, because it's not only I needed C-section, 
they find out that I had blood disease, and the baby was — I was 37 
weeks pregnant. If they don't take the baby out, something, of 
course, can happen to me, plus might affect the baby with brain 
damage. They operate, and I had healthy baby, and they put me on 
program. I want to thank them all, and everything OK. 

Senator Chiles. You got somebody else here who wants to testify. 

Ms. White. I want to mention one thing. 

I v ent to the doctor, I went to him, and we were explained the 
su/gery I have is very, very sensitive surgery. If I don't have good 
care, I wiP lose the baby, and I wouldn't be able to have another 
baby. So he know all the situation, and they never run a blood test 
on me. All what he did was checkup, and they charge me two visit 
$95. 

And all what I pay for the baby and for myself and C-sectioii and 
the blood and everything, all it cost us was $332. 
Senator Chiles. Out of your pocket? 

Ms. White. Yes, sir; but the program make it up to me, because 
they give me all the nutrition my baby needs free. 

Senator Chiles. And your son has no probk ms now? 

Ms. White. No, sir; in fact, we went to thc^ doctor last month. 
He's 7 months old now, and he was 6 months old when we took 
him to the doctor, and he said if we have hundred baby in this 
clinic, he'd beat all of them. 
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Senator Chiles. That's wonderful. And you think you had this 
happy outcome because you did get some care, and they did diag- 
nose that you had this blood disorder? 

Ms. White. Yes, sir. They save both our life, they save my life 
and the baby life, and this is for sure, because, like I said, if we 
decide— we get to the point that we didn't have nowhere to go. 
And, like I said, I was high risk. Even the doctor who did the infer- 
tility surgery on me, he said there's 90 percent— when I get preg- 
nant, he said, 'There's 90 percent you are going to lose the bal^ 
He said, ''But we'll be OK. You'll have another pregnancy if you 
have the right care." And this was our main concern, bat we 
couldn't afford it before. 

Senator Chiles. Well, we thank you very, very much. 

Ms. White. Thank you very much. 

Senator Chiles. And I want to thank our Sacred Heart panel. 
You have given us some information why this county is faring 
better, and we are delighted to have that. 

Dr. Bell, we thank you for your testimony. 

Our next panel will be with the Escambia County Health Depart- 
ment, and Dr. Robert Wilson, the director of the department; Ms. 
Carol Frazier, nurse midwife from the Pensacola Birthing Center; 
Mrs. Marion Ford, the superintendent of nun of the Escambia 
County Health Department; Ms. Kimberly Fussner is a client; and 
Ms. Lisa Clark is a client. 

Dr. Wilson, do you want to lead off for us? 

TESTIMONY OF ROBERT WILSON, M.D., DIRECTOR, ESCAMBIA 
COUNTY HEALTH DEPARTrJENT 

Dr. Wilson. Thank you. Senator. 

It's a real honor for me to be here representing the aspects of 
health care that I consider extremely important in the United 
States today, public health. 

If you would just in your mind consider an equation, public 
health equals prevention. There are multiple program in public 
health, and most of them, of course, have this particular direction. 

There's an old person who w^s in public health in the State of 
Florida for many years, who recently passed away, by the name of 
Dr. T. Paul Haney, and he made the following statement, and I can 
say— and, in fact, I'd better say it because I have so many physi- 
cian colleagues in the audience that it doesn't apply to them. But 
the statement that T. Paul Haney made years ago was that more 
lives are saved in public health in 5 minutes than most physicians 
save in a lifetime. As I said, it doesn't apply to any of the physi- 
cians in the audience. 

There are many areas in public health that impinge on this prob- 
lem that we are discussing today. The first area I would like to ad- 
dress is vital statistics. The recording of facts doesn't change any- 
thing, but w J can follow the trends set by it. 

In the area of prevention, one is testing, and I think Dr- Stal- 
naker alluded to this, the so-called null hypothesis. If a ^aby is 
born that is not low birth weight, then that baby is not a low-birth- 
weight statistic, so it's only over time as one has mjre and more 
not low-birth-weight babies that the trend is establiphf^d, and you 
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can see the results of all the preventive programs that we are in- 
volved with. 

Senator, you already mentioned the women, infants and chil- 
dren's program, referred to as WIC. I don't think there is any ques- 
tion, certainly not my mind, of the value of good nutrition for 
the prevention of low-birth-weight babies and for the reduction in 
infant mortality. 

We have some 3,000 clients. It's a dynamic group, and I am not 
referring necessarily to their innate personalities. Tm referring to 
the fact that the group changes over time. It may also refer to 
their innate personalities as well. A dynamic group of around 3,000 
clients, of which roughly one-third, slightly more than a third, are 
babies, neonates, about a third are infants and children, and then 
the other third, slightly less than a third, are women. 

Another area that I think is important toward prevention of 
infant mortality, and infancy is defined as any child a year of age 
anJ under, is our infant and children's clinic that we have at the 
health department, where we render well baby care on a o ntinu- 
ous basis, and also offer immunizations, and, as you mentioned, 
there Is probably $1 savings of $10 for every $1 spent for that pro- 
gram. 

And then family planning, which 've feel is an important aspect 
in prevention, and I think I need to elaborate on that, but you 
don't get a lot of statistics if people are planning their family as 
they should. 

And then finally, the improved pregnancy outcome program that 
is in this state 

Senator Chiles [interposing]. What you are saying is if you don't 
have ji pregnancy, you don't have a low-birth-weight baby? 

Dr. Wilson. You don't have any baby at ali. 

It doesn't render a statistic, but we think it's important because 
the spacing of babies from a financial standpoint, the spacing of 
babies just from the general standpoint, of the mother's nutrition, 
whether or not she is anemic and so forth, is very important, so I 
think that planning the babies is very important, and planning not 
to have babies when that comes up is also very important. 

Finally, the improved pregnancy outcome program, which our 
county has been involved with, our local health units have been in- 
volved with, since 1983. And we have two of the products of our 
program that we brought with us, also, as you introduced, Mrs. 
Fold, who is the nursing supervisor in charge of the improved preg- 
nancy outcome program, and seated on my right is Melissa Nelson. 

Mrs. Neleon, who has been very helpful, has been in on the pro- 
gram from the very start and has collated some data. I think statis- 
tics generally are rather boring it timer?, but Mis-^v has done such 
a fantastic job of putting them on these overhe that we would 
like to show them to yon at this time to give you aii idea of the 
population that we are serving. It will give you an idea of the num- 
bers. 

I don't choose to say anjrthing negative about some of the other 
comments that were made. I recognize the fact that the cost of care 
ill a hospital may be greater than the amount of money that is 
available to pay for the cost. 
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One of the things about improved pregnancy outcome, and we 
will show you these statistics of what is actually spent on babies, 
you see that cost there, the cost per delivery is $1,159.52. That in- 
cludes hospitalization and prenatal care. 

Now, of course, we are getting it at a reduced rate, and hospital 
costs and collections and so forth is quite different. And Mr. Roth 
and I have discussed this at length in the past, as well as other 
people, and hospitals have discussed it in the past. 

But we are able to get good prenatal care for these girls. I would 
say we average about five visits per girl. 

TESTIMONY OF MELISSA NELSON, ESCAMBIA COUNTY HEALTH 

DEPARTMENT 

Ms. Nelson. Vou can get more than this, ^his was just phase 1. 
It's going up a little bit every year. 

Dr. Wilson. I won't read those to you. 

Can everybody see them reasonably well? 

Why don't you give us phase 2 and phase 3? 

Phase 2 was about a 6-month segment of time. 

Ms. Nelson. Phase 2 was our first full year. Phase 1 we started 
in January 1984, and it was o months. This was our first full year 
on IPOP, and the average cost was running $1,353.78, and that in- 
cluded everything, lab work, everything. 

Dr. Wilson. Now, there would be some question there about the 
percentages of white versus nonwhite and percentages of married 
versus nonmarried. Most of the nonmarried qualified for Medicaid. 

Senator Chiles. This is interesting. I am looking at the figure, 
the lowest birth weight you had was 1 pound 1 oun?e, and that was 
not a survivor. The lowest surviving birth weight was a 3 pound 4 
ounce. 

You did not have a survivor less than 3 pounds? 

Ms. Nelson. We didn't have another one below that. 

Senator Chiles. Oh, you didn't. Well, that's good. 

Dr Wilson That's the lowest figure besides the 1 pound 1 ounce. 

Senator Chiles. What you are showing now is of your clients, so 
this doesn't necessarily reflect what would be out there in total 
pregnancies? 

Ms. Nelson. No. This is just the IPOP Program. 

Senator Chiles. So this is showing basically your IPOP clients, 
the ones that went through your early pregnancy tended to have 
birth weights 3 pounds and above? 

Ms. Nelson. We have very few low birth weights, very few. 

Senator Chiles. The highest is 9 pounds 9 ounces. You don't have 
an average? 

Ms. Nelson. No, I sure don't. 

The highest one on the first group was 11 pounds 14 ounces. 

Dr. Wilson. We had that 1 pound 1 ouncer in this phase, that 
brought the average down. If you don't count that one, and the 3 
pound 4 ouncer was also the smallest in the group besides the one 
that didn't make it, our average birth weight was around TVi 
pounds, just a rough guess. . , 

Senator Chiles. And the oifi:;ial for low birth weight is 

Dr. Wilson [interposing]. Five pounds and eight ounces. 
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Senator Chiles. Five pounds eight ounces, right. 
Dr. Wilson. And taking that figure 

Senator Chiles [interposing]. The figure I used, 2 pounds, is the 
cutoff for very high incidence of either death or handicapping prob- 
lems. 

Dr. Wilson. Right, absolutely. We had very few problems with 
our 5V2 pounders. They did quite well. In fact, 5V2 pounds often- 
times, for statistical purposes, is considered low birth weight. 

In point of fact, most of those are small for gestational age 
rather than being premature by ^restational ^»^e. 

Ms. Nelson. Out of 210 babies that we ve'^had delivered, we've 
only had two deaths. 

Senator Chile.<^ Out of 210? 

Ms. Nelson. Deliveries, yes. 

Ms. Wendt. What was the low surviving birth weight in your 
phase 1? 

Ms. Nelson. The lowest birth weight we had was the 5 pound 10 
ouncer, and all the babies made it that year. We've only had two 
deaths since we started. 

Dr. Wilson. Quickly show them phase 3. 

Ms. Nelson. We oon't have t>ie totals on it yet, because we just 
started it July 1, so we just have what the total we spent today. We 
haven t got an average yet, because we just started it. 

Dr. Wilson. I think our figures are running pretty close to form. 

Senator Chiles. Doctor, how do you get information about your 
program out; do you think everybody knows about it in this area? 

Dr. Wilson. I think Melissa will attest to the fact that she gets 
the feeling that everybody knows about it. 

I honestly don't think everybody does know about it, but I think 
word of mouth is one way of doing it, and it seems to be the most 
successful way that we have of letting people know about. I think 
most people know about it. 

Senator Chiles. Well, do you think that you are serving the need 
that is out there? 

Dr. Wilson. iVell, we have a limited budget, and so what hap- 
pens IF, since we have a limited budget, we oftentimes have to turn 
people away as we get toward the end of a fiscal year. We have had 
some "carry over" from 1 fiscal year to another, which has caused 
a little bit of unrest, but so far we have been able to pull that off 
without too much difficulty. But because we have a fixed budget, 
then we cannot overspend the budget, and, therefore, we figure 
what the cost of each baby is going to be, therefore we know how 
many we can serve in a year. 

So I think it goes without saying, I think Sally's figure of 65 per- 
cent may be a good one, and when you look at those figures of so- 
called drop ins at Sacred Heart, it may be less than that. It may be 
less than 65 percent of them being served. 

Senator Chiles. You still know that there is some pregnant 
ladies showing up on the doorstep at the emergency room, so, obvi- 
ously, you are not hitting them all. 

It sounds like what you are saying, doctor, is if you bad a few 
mo^e dollars you could save a lot more dollars. 

Dr. Wilson. Absolutely. Let me get on with it, because I have 
gotten a cryptic note from one of my former pediatric patients. 
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I would like to introduce to you Ms. Marion Ford, who is the 
nursing supervisor from the health un?t that is in charge of that 
IPOP Program, and she, in turn, will introduce our guests. 

TESTIMONY OF MARION FORD, SUPERINTENDENT OF NURSES, 
ESCAMBIA COUNTY HEALTH DEPARTMENT 

Ms. Ford. I would just like to say that with the IPOP Program, 
this progiam was designed to— the target population was the popu- 
lation that was not being ser\'ed by Medicaid, not considered high 
risk by high-risk standards, and certainly a population at risk 
standards, and certainly a population at risk because they could 
not afford the care. Young couples just getting married, or we have 
found in many instances it was husbands who had either lost their 
job, the job market was not very good 2 years ago, and in a job 
transition many times they had no insurance, they had no medical 
coverage for many, many reasons, and they had no alternative. 
People just don't have that kind of money in the economy today. 

And as we know that our program certainly is not a panacea, but 
we felt it met the need at the time. When the hospital for lov- 
income women closed in 1983, there was no care available for these 
ladies in this community, in this county. 

So on January 1, 1984, we started with IPOP, rather late, be- 
cause we had this built in in our county. So we're a little later get- 
ting started, because we didn't want to duplicate any services. 

And I see probably one of t ie greatest things that this program 
has done, with a very limited budget, we cannot pay for any kind 
of really, really extravagant, extra care for these women. If they 
don't have a normal delivery, then they would certainly be having 
the bills to manage themselves. We car only pay for a ''normal" 
delivery. 

And since the high risk criteria is very high, a lot of these ladies, 
as local physicians have informed me many times, are net ''low 
risk," they're medium risk also, so there are stil^ some expenses 
that we are not able to cover for them. 

And also with the budgeting, as has been explained to us, with 
probably maybe IPOP not covering any hospital stay next year, is 
why this year when we looked at our program and got our funding 
we are going more to the birthing center concept, where they'll go 
in that day and probably come out within a few hours after a 
normal delivery. 

Senator Chilfo. Just for me and ihe audience, tell me what a 
birthing center concept is. What does thai: mean? 

Ms. Ford. I think Ms. Frazier probably can do that much better 
than I. She'll tell you. 

Senator Chiles. All right. 

TESTIMONY OF CAROL FRAZIER, NURSE MIDWIFE, PENSACOLA 
BIRTHING CENTER 

Ms. FRA7IER. Well, a birthing center is a type of stepchild, actual- 
ly. It doesn't belong anywhere. It's not a free clinic. It is not associ- 
ated directly with any of the hospitals. We receive no Federal 
funds per se. 
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However, it does provide multifaceted care. Besides providing 
care for private paying patients, we ca. provide care for Medicaid 
as well as, as Mrs. Ford said, the improved pregnancy outcome cli- 
ents. This goes anywhere from total care to prenatal care, delivery, 
family planning; and whatnot. It also p/ovides a site for delivery for 
other low risk clients being followed elsewhere. 

Now, I stress low risk simply because, again, the birthing center 
is not a hospital, while everything 

Senator Chiles [interposing]. If it looks like that you are going to 
have a very normal pregnancy and delivery, then someone can go 
to the birthing center? 

Ms. Frazier. That's correct. 

Senator Chiles. I assume that is cheaper? 

Ms. Frazier. It's much more reasonable all the way around. 

Senator Chiles. The time of stay would be much 

Ms. Frazier [interposing]. The time of stay is, normally, approxi- 
mately 8 to 14 hours after delivery. 

Sena.'or Chiles. Eight to fourteen hours? 

Ms. Frazier. Yes, sir. 

Senator Chiles. As opposed to a hospital stay would be 

Ms. Frazier [interposing]. Well, that varies anywhere from 24 
hours to 3 days, depending on the pediatrician discharging the 
baby and so forth. 

But I stress again the low-risk factor. 

Senator Chiles. Right 

Ms. Frazier. And this, again, comes back to patients receiving 
good prenatal care. 

Senator Chiles. So this isn't a panacea for someone that may 
have complications? 

Ms. Frazier. Absolutely not. 

And the care at the birthing center is provided by nurse mid- 
wives with collaboration and backup by the obstetricians. 

And, again, it all goes back to the clients receiving prenatal care, 
because if a patient does not receive prenatal care they are auto- 
matically disqualified. 

Senator Chiles. So what you are saying is if IPOP and these 
other things have done their job, then the chances are that the 
mother could go to the birthing center, and that will be a savings 
to the family and it will also be a savings to the community if 
these people are indigent or do^ *t have the wherewithal? 

Ms. Frazier. That's right, that's exactly right. 

Senator Chiles. And this is a part of what should be the total 
care available to the patient? 

Ms. Frazier. Exactly. 

Senator Chiles. And thpn you would have the neonatal clinic for 
the high risk, and you have a mid risk, and then you could have a 
low risk? 

Ms. Frazier. That's right. 

Ms. Wendt. You do link into the hospital though if you have a 
problem? 

Ms. Frazier. Absolutely. We have an arrangement with the hos- 
pital ^/here if we have problems at any time during delivery or 
afterwards the patient and /or baby are transferred to the hospital. 
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And the other thing that I think is of note is that the neonatolo- 
gists from Sacred Heart Hospital check all our babies prior to dis- 
charge from the Birthing Center, so they are not just delivered and 
then sent home. 

Senator Chiles. Now, at the birthing center, for those people 
that are recommended to go the^e, are your statistics as good that 
there is going to be a good outcome? 

Ms. Frazier. Our statistics are excellent. 

Senator Chiles. That the mother is not going to have complica- 
tions? 

Ms. Frazier. Statistics have n-oven that patients who have p 
perfectly normal prenatal course have a very, very low incidence of 
anything happening at the time of delivery or afterwards. 

Senator Chiles. I know there is still some problem in that moth- 
ers aren't sure of a birthing center and say, ''Well, I think I'll go to 
the hospital," whether they can afford it or not, because they think 
that care would be better. 

Ms. Frazier. That's right. It's a new concept, and it's only slowly 
being accepted by the community, but it definitely is being accept- 
ed. 

Senator Chiles. But the figures show. Doctor, that it is perfectly 
safe for those people that are recommendd to go here? 
Dr. Wilson. Yes. 

Ms. Ford. And I might add. Senator, that our ladies with the 
IPOP Program will be delivered by physicians. They will be deliv- 
ered at the Birthing Center, but by physicians. 

I would like to introduce at this time one of our clients, Mrs. 
Kimberly Fussner, and I think she wi-l just be telling you about 
her circumstances and about the delivery of her son. 

Senator Chiles. Thank you very much. I see you have got an 
active son there. What is his name? 

TESTIMONY OF KIMBERLY FUSSNER, A CLIENT 

Ms. Fussner. His name is Joshua Heath, we call him Heath, and 
he was born on April 29. 

And I went through the IPOP Program, and I found out about it 
through a friend. I was a working lady, and I didn't have the finan- 
cial funds to go to a regular physician and to the hospital and pay 
all the money. So one of my friends at work told me about the pro- 
gram, because she had gone through it before. And I went down 
and applied for it, and I received their help. 

Senator Chiles. And tell me, do you think that the information 
that you got with the program helped you in your pregnancy and 
helped you have this fine young man? 

Ms. Fussner. I'm positive it did, it really did. 

Senator Chiles. Did they talk to you about what you should be 
eating and what your habits should be as far as smoking and how 
you should take care of yourself? 

Ms. Fussner. And they also provided classes for baby care. 

Senator Chile?. Classes for baby care? 

Ms. Fussner. I don't think that they pay for them, but at Baptist 
Hospital you could go to the classes there. 
Senator Chiles. Where did you deliver? 
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Ms. FussNER. At Baptist Hospital. 

Dr. Wilson. Senator, let n;e just interject here that up until 
about, I guess, August we were contracting the services— we don't 
render prenatal care, or natal care for that matter, froi the health 
unit itself. We contract the services. And up until about August of 
this year, it was done on a rotation basis in the community, those 
physicians who would take our clients. 

Beginning about August, we began to utilize the services of the 
community OB-GYN Program that is tied up with primarily 
Sacred Heart. That's a residency service, they're under a lot of su- 
pervision. And we have begun to use the birthing center for the de- 
livery. 

Prior to that time thoy were delivered on a rotation basis. And 
as she mentioned, her baby wfc.3 born at Bnptist by the physician 
that we either picked for her or she picked herself. 

Ms. FussNER. They chose it. It was on the rotation. 

Senator Chiles. Kimberly, there was nothing in your history that 
showed that you might not have a normal pregnancy, and you just 
followed the directions? 

Ms. FussNER. Right. I did hive to have a Cesarean birth though. 
It was just one of these things, because all though my pregnancy 
everything was normal, everything was fine, and then something 
happened. 

Senator Chiles. I see, but they were right on top of that? 
Ms. FussNER. Right. There was no problem. 
Ms. Ford. Thank you, Kimberly. 

This is Mrs. Lisa Clark. This is her fine, fine son And she would 
like to tell you about her circumstances. 

TESTIMONY OF LISA CLARK, A CLIENT 
Ms. Clark. This is Shawn. 

Your Honor, when I was 17, 1 lived in Biloxi, and I ha^ a child 6 
years befoie Shawn, and it was a stillborn. And the care that I got 
was from Medicaid, and the child died fronf circumstances un- 
known. They still don't know, and couldn't do an autopsy. 

When I moved here, I had Shawn and— no, I didn't have Shawn. 
Wait a minute. I'm nervous. 

I went to the Alpha Center and the}- told me about IPOP. Well, I 
called and they said that I could get on IPOP. And I received every 
month treatment with Shawn at the Sacred Heart clinic, at the 
perinatal clinic. 

And at 6 months there became a problem. Shawn wasn't growing 
at the natural rate. Well, then he started growing too fast. 

Well, they said, "Well, I don't know what's happening." So I had 
like five ultrasounds, and IPOP paid for three of them, which I 
couldn't have paid for them myself. 

And I've got to say that everybodv there was extremely good. 
They were 

Senator Chiles [interposing]. Ultrasound is this new way that we 
have of trying to take a look at Shawn while he is in the the womb 
and trying to determine what is going on there? 

Ms. Clark. Right. And they can see the baby full length, the 
baby is stretched out. 
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And he seemed nor-^al, but yet he speeded up in growth at the 
last few months. And i came in delivery before the doctors thought 
I would, but it wasn't premature. Shawn was full grown. He was 9 
months. 

I went to the doctor on Monday, and the doctor said, *'Wait, you 
can't go anywere." I was 5 centimeters dilated. 

Well, I stayed, and I was 12 hours at home in labor. And I stayed 
with Shawn 30 hours in the hospital, because he was stubborn and 
didn't want to move down, but I got extremely good care there. 
Thought I was going to have a fit, because every 10 minutes some- 
one was saying, '*Are you OK?" But, I mean, it was like family. 
They're really good to you there. And Shawn was delivered fine. 

And I've got to say that this pregnancy was a lot better than the 
other, because I did have IPOP. And after Shawn was born, I got 
on WIC, which is Women, Infants and Children. And they do have 
reduced fee at Sacrec' Heart, which if you can't afford it and you 
can't get on IPOP, they will help you and work with you so you 
can afford it. 

Senator Chiles. What information did 3'ou get about smoking; 
\vere you a smoker before? 

Ms. Clark. Oh, right. I was smoking when I was pregnant with 
Shawn, and the doctor said, '*Wait, don't smoke. Your baby could 
be hurt by that." And being I didn't want to hurt my baby, I lis- 
tened. I didn't drink when I was pregnant. Drugs are way out of 
the way. You're not supposed to even do drugs as far as I'm con- 
cerned. 

But with WIC, they provide Shawn's formula, and they provide 
things for the mother too. And they also — it's for people who are 
needy and can't afford to buy the lormula, which formula is very 
expensive, and it's like $1.25 a can. And no mother almost, unless 
they are in that middle income, can afford that. 

Senator Chiles. So without the Women Infants, and Children 
Program you would not be able to provide Shawn formula? 

Ms. Clark. No, I wouldn't be able to provide for Shawn which 
they had been really good about it. 

Senator Chiles. He looks like a pretty healthy young man. 

Ms. Clark. His is, thank goodness. 

Senator Chiles. We thank you all very much. 

Ms. Clark. Thank you, Your Honor. 

Senator Chiles. Our next panel will be with the Children's Home 
Society, and we have Ms. Peggy Walker, the director of the society; 
Ms. Patsy Hudson, a counselor; and they have a couple of clients, 
Ms. Julie Danforth and Ms. Lizette Jones. 

Do you want to start off, Ms. Walker? 

TESTIMONY OF PEGGY WALKER, DIRECTOR, CHILDREN'S HOME 

SOCIETY 

Ms. Walker. Yes; it's a pleasure to be here, and I'm sure, Sena- 
tor, you are aware of Children's Home Society of Florida. 

Senator Chiles. I am aware of the Children's Home Society. I 
used your catalog one time for my fourth child. 
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Ms. Walker. The Children's Home Society is a private nonsec- 
tarian, statewide agency in the State of Florida. It s been a child 
welfare agency for some 83 years now. 

The divisions in the State have different programs according to 
the needs of their areas, and I must say that here in the western 
division, we have the largest teenage pregnancy program in the 
State. 

I would like to think that we are a part of that difference, we are 
a part of that doing something right in northwest Florida. 

Senator Chiles [interposing]. What you are saying is that teen- 
age pregnancy program has something to do with the figures as to 
why Escambia County and this portion of the Panhandle has a 
lower infant mortality rate? 

Ms. Walker. We would like to think so. Tm sure you are aware 
that statistically it is not possible to infer a direct relationship. 

Senator Chiles. Absolutely. 

Ms. Walker. I think that mosi. of the audience is aware that 20 
percent of all the babies born in the United States according to 
1983 statistics were to unwed mothers, most of them being teen 
mothers. And teenagers comprise 17 percent of our population, but 
they deliver 30 percent of the low birth weight babies accoiding to 
the National Center for Health Statistics. 

Senator Chiles. That's a pretty strong figure. 

Ms. Walker. Yes, it is. 

Senator Chiles. Seventeen percent of the population, but 30 per- 
cent of the low-birth-weight babies? 
Ms. Walker. Yes. 

Senator Chiles. And that is a figure that is constant throughout 
the country, and really points out, as we are trying to deal with 
this problem, one of the major areas is to deal with teen pregnan- 
cies. 

Ms. Walker. Right. And, of course, these low-birth-weight babies 
are three times n.ore likely to have neurological and development 
handicaps than infants born of normal weight according to figures 
from the Florida Healthy Mothers, Ileplthy Babies Coalition. 

Childhood mortality between the ages of 1 and 4, is 41 percent 
greater for children born to adolescent mothers than it is to chil- 
dren born to older mothers, and this is generally still the result of 
poor prenatal care. (Gordeu, Seales, and Everly. The Sexual Adoles- 
cent. Duxbury Press, Massachusetts, 1979.) 

Senator Chiles. Poor prenatal care? 

Ms. Walker. Yes. 

Senator Chiles. It is probably poor postnatal care as well, don't 
you ihink? 
Ms. Walker. Yes, I would think so. 

Senator Chiles. If they don't have the understanding or don't 
have the knowledge and don't know how to care or feed that child 
properly? 

Ms. Walker. I agree. 

In Florida, 25,000 to 30,000 teenagers become pr^nant each 
year, and about half of those pregnancies are terminated in abor- 
tion. These figures come from the Florida Center for Children and 
Youth in Tallahassee. 

ERIC 107 



81 



In Fscambia County, birth to teens, age 15 and under have risen 
from 45 in 1982 to 61 in 1983 to 88 in 198^,. We ure extremely con- 
cerned about this serious increase in the birth rate to the age 15 
and under population. 

In the panhandle, the percent of women under 19 to have babies 
in 1983 ranged from 25.2 percent in Santa Rosa County to 39 per- 
cent in Calhoun County. 

The Children's Home Society program does not deny service to 
anyone. If we know of a pregnant teen, if one comes to our atten- 
tion, they are served by our agency. 

Ninety-seven percent of all teens, keep their babies. As you 
know, Children's Home Society has a large adoption program. We 
determined in 1978, that so many teens were keeping their babies 
that it was extremely important to develop a program specifically 
designed for girls who were keeping to help them be the best moth- 
ers tney could be, to help them with the development of their chil- 
dren, to help them obtaiii the educational, medical and social serv- 
ices that they needed. 

Some of the babies that are released to us are low-birth weight, 
and, of course, our agency does have the problem of finding homes, 
permanent homes, for those children. We not only place health in- 
fants, but we also place special needs infants. 

If the Children's Home Society has worked with the young 
woman toward release for adoption, regardless of the condition of 
her child when born, we accept that child, even though it may be 
low-birth weight and have very serious physical and developmental 
problems. 

We feel that the need is. No. 1, to prevent teen pregnancy, and 
we have worked very hard with our school system and in the 
Cyesis Center here. Cyesis is a Greek work meaning pregnancy. 
Our social workers work in the special classrooms with pregnant 
teens here. We certainly promote sex education, make many, many 
referrals to the health department family planning clinics, and 
urge utilization of the family planning clinics. The Children's 
Home Society provides very comprehensive social services and 
make referrals for educational, vocational, financial and education- 
al services for all of our pregnant teens. 

One of the things we are quite conce^'ned about is followup on all 
female school dropouts. We do not have the staff, we do not have 
the funds, but we know that most girls drop out of school because 
they are pregnant. It would be very important— since our program 
serves less than half of the pregnant teens in our county, according 
to the county health department statistics— to follow up on every 
female dropout if we had the resources to do so. 

Senator Chiles. What you are saying, less than half have any 
kind of follow up, and that the vast majority of them do drop out? 

Ms. Walked. Yes, they do. 

Senator Chiles. I am trying to determine now what that means. 

Chances are if they drop out, lliat means they are not going to 
have any employment skills? 

Ms. Walker. True That means we will not be able to follow 
them or their families in a comprehensive way. When a pregnant 
teen comes t(» our attention, we make home visits, work with the 
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family, and help them get health cure through all of the programs 
available- 
Senator Chiles [interposing]. Once they have dropped out of 
school, aren't the statistics pretty strong that within 1 year, IV2 
years, they will be pregnant ag,Mn, anrl that will be a cycle that 
will repeat and repeat and repeat even though '-^v have no skills, 
and so in effect they are going to be on welfa* tiething? 

Ms. Walker. Yes, at least 85 to 90 percei oquire public as 

sistance. Depending upon the study that you ^d, 35 45 percent 
of those g'rls will be pregnant again within one year. 

Senator Chiles. But the studies would also sh^ iv, would they not, 
that if ---" could Keep that child in school, that mother, there will 
not be the incident of return pregnancies or not any\. here near on 
the frequency? 

Ms. Walker. I am not sure if it's a matter of keeping her in 
school or if it's a combination of things like keeping her in school, 
giving her family planning 

Senator Chiles [interposing]. Well, I think that's right, continu- 
ing to follow up, let's say, it is not just the school, but being able to 
continue to follow up with her. 

Ms, Walker, '-^jht. For girls who have been through our pro- 
gram since 1978, we have maintained a pretty constant, just under 
4 percent, repeat pregnancy rate within 1 year. We are qu?*^ proud 
of that, and obviously beat the national average. 

Senator Chiles. Under 4 peic^nt? 

Ms. Walker. Yes, sir. 

Senator Chiles. And what would the general average be where 
there is a teen pregnancy, 35 to 40 percent? 

Ms. Walker. Thirty-five to forty percent, depending upon the dif- 
ferent studies. 

Senator Chiles. Within 1 year? 

Ms. Walker. Within 1 yea*- 

Senator Chiles. So if we 'r'gnin, looking at cost effectiveness 
of the program, 4 percent *o opposed to 35 or 40 percent, and, 
again, as we say, without the pregnancy there will not be the low- 
birth-weight child. 

Ms. Walkfr. That s right. Our program is comprehensive, and I 
think that the best people to ^ell you about it are the people who 
are in the field actually doing it. And I would like to introduce 
Patsy Hudson, who is our teen pregnancy coordinator for the Chil- 
dren's Home Society here in Pensacola. 

Senator Chiles. Thank you, Ms. Hudson, for being here. We are 
delighted to have your testimony. 

TESTIMONY OF PATSY HUDSON, COUNSELOR, CHILDRE? ' HOME 

SOCIETY 

Ms. Hudson. I would like to tell you. Senator, a little bit about 
the services that we provide to individuals in this area. 

We have three major areas that we vork in as social workers, 
and the first is in prevention. We do presentations on the teen 
pregnancy problem as a crisis to families. Last year we presented 
to the life management skills classei and family living classes in 
the public school system. We also presented to civic, community 
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and church groups, and to college students ac Pensacola Junior Co) 
lege and the University of West Florida. Last year 4,987 peopJ 
hea»-d us talk about the problem of teen pregnancy. 

The second area in which we work is in direct services. We do 
pregnancy testing, and pregnancy counseling. If a girl is pregnant, 
we assist in talking with both her parents and her boyfriend, if she 
request us to do so. The young lady is our client, but if she requests 
us to talk with her parents about the pregnancy and with the boy- 
friend, when we will work with the entire family concerning the 
alternatives that they see as appropriate for their situation. We 
ase a film called teenage %ther to work with the father of the 
baby. We discuss rights ar. ' esponsibilities with the father. We sec* 
education as a top priority, so we refer the girls to the Cyesis clciss- 
es in the public school system. 

Senator Chiles. Now, tell me what that means. 

Ms. Hudson. Cyesis is a Greek word that means pregnant. 

These classes were started at Children's Home Society in 1978, 
quickly outgrew the conference room at Children's Home and 
moved into a local church, and then into the public school system. 

The Cyesis Program offers classes in academic courses for grad- 
uation from high school. In addition, teens are taught prenatal 
care, nutrition, labor and delivery, infant care, and parenting skills 
by social workers from Children's Home Society. We have group 
counseling sessions regarding self-esteem, communication, personal 
goals and values, and family relationships. 

The Cyesis curriculum and services are also presented to those 
girls who elect to remain in their own high school. The guidance 
counselors refer those girls to us, and then we contact them at 
home, and give them the same benefits of counseling and education 
on nutrition self-esteem, parenting skills, and labor and delivery. 

We also assist with making arrangements for layette sets and 
other infant equipment. As Peggy has said, 97 percent of the girls 
keep their babies. We are working with them toward getting the 
things they need, as well as coordination of services with the 
health department, medical care, HRS services such as WIC and 
AFDC, and child support enforcement. Pregnant teens and their 
families are provided with emotional support as they progress 
through their pregnancy. 

The third area of our program is the followup. We continue the 
open case for at least 6 weeks after delivery. At 6 months and at 1 
year we make a homp ^'isit, at which time we do a Denver develop- 
mental screening, an immunization check, and a progress review 
with the mother. We discuss planning for education and birth con- 
trol. Referrals regarding child care, health care and family plan- 
ning are made during the home visits. We think that one of the 
nnain reasons our recidivism rate is 4 percent is because we do 
have this followup program. 

We've heard a lot of statistics, and I would like to tell you just 
how many girls we served. In 1984 we had 341 teenage mothers in 
active caseloads. We had two social workers. 

Senator Chiles. Did I get a figure that you think you a ^ serving 
about half of what is out there? 

Ms. Walker. Yes. 

Senator Chiles. So if you are serving 340, there is 700 or more? 
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Ms. Walker. Yes; actually, 744 in Escambia County in 1984. 

Ms. Hudson. We think that our caseload should increase this 
year, because we are now working with the Sacred Heart perinatal 
clinic. 

Senator Chiles. And, Ms. Walker, you did give me some figures 
that show that the incidents of teenage pregnancy are still very 
much on the increase? 

Ms A^ALKER. Yes, they a^e. 

Senator Chiles. So we are not dealing with a constant here, we 
are dealing with something that is literally epidemic in the in- 
. rease? 

Ms. Walker. Yes; unfortunately, the girls we work with are al- 
ready pregnant. We try to reduce second pregnancies. Obviously 
there is a great need to be doing prevention work prior to that first 
pregnancy. 

Ms. Hudson. We are now working with the Sacred Heart perina- 
tal high risk clinic, where all the girls who are under age 15 are 
eligible for medical services. We are also working with the OB- 
GYN clinic in screening these girls under age 18 about what they 
are doing educationally and about their plans for the baby. 

We talked to 11 fathers regarding their involvement in the preg- 
nancy. 

We had 177 teenage females that were in the Cyesis Program 
last year. 

We talked with 283 teenagers regarding the use of contracep- 
tives. 

Out of our 341, we had six premature infants that were under 38 
weeks gestation, that were born with low birth weight, two infant 
deaths. We feel that it's not easy being a teenager, especially when 
you are pregnant. These girls can attest to that. We feel that our 
program is meeting some needs that reduce the number of low 
birth weights. 

Senator Chiles. What steps could you take to reach more of this 
population, more of the girls that are out there? 

Ms. Walker. I think following up on all female school dropouts, 
and certainly doing more in the middle schools. 

Senator Chiles. You say you are not able to. You just don't have 
the funds to follow up? 

Ms. Walker. We do not have the funds or the staff. You can see 
from the case loads and having at this point in time only two-and- 
a-half social workers, it isn't possible for us to do that. 

Senator Chiles. Is the county through the public health service 
doing any follow up on school dropouts, do you know? 

Ms. Walker. I don't know. 

Ms. Hudson. I would like to introduce to you Lizette Jones and 
Julie Danforth. Lizette and Julie are waiting for you to ask them 
q!jestions. 

Senator Chiles. I want to thank you both for coming. I appreci- 
ate your coming and giving us a chance to talk to you. Unless we 
can talk to some teenagers too, we are not going to understand 
much about this problem, so you are performing a service for us. 

Julie, just kind of tell me, if you will, how you found out about 
the program and what that has meant to you, and I would like you 
to tell us what your feelings were when you found out you were 
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pregnant. Was that something you planned? Just tell me that to 
start with. 

TESTIMONY OF JULIE DANFORTH, A CLIENT 

Ms. Danforth. I was 15, just turned 15, when I ound out I was 
pregnant. And I went and I talked to my counselor at my regular 
high school, and she referred me to Children's Home Society. And 
from Children's Home Society, I got all the information T needed 
on if I would like to keep my baby and alternatives to what I could 
do and help I could receive from them and other agencies in town 
they referred me. They referred me to the Cyesis Program, and 
from there I enrolled in that. 

Senator Chiles. That is the program to allow you to stay in 
school while you are pregnant? 

Ms. Danforth. Yes; I very much wanted to finish iny educatioi., 
and I wanted to keep my baby and raise my son, and they helped 
me do that by getting me enrolled and helping me out aii through 
that time. They were explaining things on labor and delivery, and 
what would happen to me. And they were counseling my family, 
me and my baby's father at the same time. They were helping us 
all understand. 

They referred me to Child Support Enforcement, and from 
there — I'm in that process now. They've really helped me in every- 
thing. 

And Sacred Heart Hospital, I couldn't have done it without 
them. 

Senator Chiles. So you are now trying to get support from the 
father? 
Ms. Danforth. Yes, sir. 

Senator Chiles. That hasn't been voluntarily forthcoming? 

Ms. Danforth. No; I couldn't haven't got prenatal care if it 
wasn't for Sacred Heart Hospital, because I wouldn't have the fi- 
nancial help if it wasn't for them. But they were so kind, every- 
body there was jv*?t super nice. They were so willing to help, and 
they always just 

Senator Chiles. So you followed that advice; you didn't smoke 
during pregnancy? 

Ms. Danforth. No, sir, I did not. 

Senator Chiles. Didn't have anything to drink? 

Ms. Danforth. No, sir. 

Senator Chiles. Had a normal delivery? 

Ms. Danforth. Yes; I gave birth to an 8-pound-6-ounce boy. 

Senator Chiles. And tell me, if you can, what sort of problems or 
changes have occurred in your life as a result of being a 15-year-old 
mother or, I guess, you are 16 now? 

Ms. Danforth. Yes, I'm 16 now. 

Well, I would like to go back to my regular high school, but when 
you get pregnant and you have a baby it's amazing how much you 
grow up. You really start to get ahold of yourself and you realize 
the responsibility you are now going to have, you really grow up a 
lot. 

And if I go back to my regular high school and you were back 
with your friend, and they say like after school let's ?o ^ab a ham- 
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bui^ger or something and you tell them that you can't, you have got 
a son at home, a child at home that you are responsible for that 
you have to take care of, they're going to think you don't want to 
be with them, and they are going to shy away from you, they're 
going to think that vou just don't want to be with them. And that's 
not true, because you have a responsibility that they don't have. So 
it's hard in some ways, but it's very rewarding in others. 

Senator Chiles. What you are really telling me is that you gave 
up some of your childhood in a way? 

Ms. Danforth. Yeah. 

Senator Chiles. You had to become a mature adult a lot sooner 
than your years would have given you? 
M'- Danforth. Yes, sir. 

Nio. Wendt. Before you got pregnant, Julie, did you have access 
to any kind of information about birth control? 

Ms. Danforth. No, ma'am. I didn't know anything about sex, 
birth control. I didn't know anything, I honestly didn't. 

Mr. Wendt. There is nothing offered at the school? 

Ms. Danforth. No; it's not allowed in public schools on sex edu- 
cation or birth control, they're not allowed to talk about it. 

Ms. Walker. That's an important part of our program, because 
we are not employed by the school district, at least with girls who 
are already pregnant, we do some strong teaching in family plan- 
ning and birth control methods, and, of course, make referrals to 
the county health department. 

Senator Ch"^s. Julie, do you think the followup and the counsel- 
ing that you .*ave had now has helped you in that area? 

Ms. Danforth. Yes, sir. 

Senator Chiles. You have the knowledge now that you can kind 
of plan your future, is what I am saying? 

Ms. Danforth. Yes, now I can plan other children later in my 
life. 

Senator Chiles. So your planning is now more in your hands or 
your fate now is more in your hands? 

Ms. Danforth. Yes, sir, thanks to Children's Home Society. 

Senator Chiles. What would you say that we ought to be trying 
to do with the tremendous increase in teenage pregnancies that is 
out there; what advice would you give us? 

Ms. Danforth. I think what would really help would be to have 
like a sex education class in middle school, because family plan- 
ning — I mean family living, which is a senior course in high school, 
will talk about marriage and planning families later in life, but by 
the time a lot of teenagj^rs reach 12th grade they've already gotten 
pregnant and have children, and that's too late, so really I think 
middle school would be the best time to have a sex education pro- 
gram, if it was allowed. 

Senator Chiles. That has been a real dilemma for us in the 
schools and, really, how to deal with that in one of the thorniest 
problems, I guess, that we have. 

We thank you very much. 

Ms. Walker. Lizette, perhaps you want to tell the Senator a 
little bit about your situation. 
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TESTIMONY OF LIZETTE JONES, A CLIENT 

Ms. Jones. OK. Tm 8 months pregnant now and my baby is due 
in November, and I attend the Cyesis classes at Beggs, and Vm also 
a client at the perinatal clinic at Sacred Heart. And once I was re- 
ferred to the clinic from the children's clinic at Sacred Heart, I was 
told about the Cyesis classes at Beggs. I didn't know much about 
them. And they enrolled me in the Cyesis classes, and I still attend 
the Cyesis classes. 

Senator Chiles. So you are going to school right now in your 
eighth month and will be able to stay in school? 

Ms. Jones. Yes; and once the baby is born and I can get child 
care, I will be back in school and continue my education until I can 
graduate. And I can go back to my regular school or whatever and 
just continue my education and get my high school diploma. 

They have helped me a lot, because they come into the classes 
and they talk to us, and they counsel us on different things, and 
they just give us a lot of psychological support and emotional sup- 
port if we need it, and other kinds. 

They refer us to a lot of different places. I was referred to Alpha 
Center and to WIC and HRS. I wasn't referred to CSE, Child Sup- 
port Enforcement, because I do have support. I was referred to any- 
thing that I might need. 

Senator Chiles. So the prospective father of your child is going 
to do his part? 

Ms. Jones. Yes. 

Senator Chiles. Good. 

Ms. Jones. So they made sure that anything that I needed was 
given to me or it was at my reach, and they made sure that I had 
everything I need. And they talked to us about labor and delivery 
and how to take care of ourselves, so that we can have healthy 
babies. And they are so emotional with us, and they talk to us 
about nutrition and keeping our bodies right during and after preg- 
nancy. And they followup after the pregnancy, and talk to us about 
i^ore nutrition. 

Senator Chiles. You followed their advice about what you should 
be eating and how you should be taking care of yourself? 
Ms. Jones. Yes. 

Senator Chiles. Do you smoke? 
Ms. Jones. No, not at all. 

And they really help us a lot. And I was referred to them 
through perinatal clinic at Sacred Heart, and I have been helped a 
lot by them too. I couldn't have done it without them either. 

Senator Chiles. Do you think the information that you are get- 
ting now is going to help you sort of have control of your destiny in 
the future? 

Ms. Jones. Yes, sir, it will, definitely will. 

Senator Chiles. Is child care a potential problem for you? 

Ms. Jones. Yes; * hat's what I was discussing. It seems like most 
teenage girls drop out after the baby. They stay in up until the 
birth. Afterwards they don't have child care, and there is no way 
that they can attend school, because there is no way for them to 
get child care. And that's one main reason why they drop out, they 
don't have that backup behind them. 
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And then they usually don't be able to support the child, and 
then that leads to neglect of the child in later life. It's hard on 
most of us. And a potential problem to most of the te'inagers that 
do give birth is usually child care and financial care, and they just 
don't have that. 

Senator Chiles. How old are you? 

Ms. Jones. I'm 16 now. 

Senator Chiles. You are 16? 

Ms. Jones. Yes; I was 15 when I found out I was pregnant, and I 
was referred to the perinatal a day before my 16th birthday, and I 
was accepted into their program. 

Senator Chiles. How did you find out about it; was the pregnan- 
cy kind of a surprise to you? 

Ms. Jones. Yes, it was, but I was attending the children's clinic 
at Sacred Heart, the adolescents clinic, I went there, and from 
there I was referred over to perinatal because I was high risk. And 
they made sure that I was referred to— and from there I was re- 
ferred to the Children's Home Society and Cyesis, and they all just 
worked together with me and helped me out a lot. 

Senator Chiles. What kind of information did you have before 
your pregnancy in regard to birth control, where babies come from 
or anything like that? 

Ms. Jones. Well, at one time I was on birth control through the 
heaHh department, but I just stopped, I just stopped, I didn't use 
them any more. 

And now I learned more than I thought I knew about contracep- 
tives, but before I didn't know about it. It was there for me, but I 
just didn't use it. 

Senator Chiles. Do you think you know something now as to how 
to control your own fate, to make your own decisions in the future? 

Ms. Jones. Yes. 

Senator Chiles. Now, both of you decided to have your children. 
You were encouraged to have your children, were you not, and not 
to consider an abortion, not to think about that? 

Ms. Jones. Well, when I first found out I was pregnant, I never 
considered abortion or adoption, because I wanted my baby and I 
wanted to keep him. It was talked about, but only if I wanted. 

Senator Chiles. But this made it easier for you, the fact that you 
had these 

Ms. Jones [interposing]. Yes; they introduced the options to me, 
but only if I wanted them. And I made it clear that I didn't want 
them, so they didn't say anything else about it to me. They just 
said, **It's here if you wan it," and it was introduced to me. 

Senator Chiles. We thank you very much for your testimony. 

Our last panel we have will be from the eastern Panhandle. And 
we have Ms. Linda Shaw, who is a nurse midwife in Bay County 
Birthing Center in Panama City, and Ms. Ruth Wade, the Nursing 
Director of Franklin County Health Department. 



ilo 



89 



TESTIMONY OF LINDA SHAW, NURSE MIDWIFE, BAY COUNTY 
BIRTHING CENTER, PANAMA CITY 

Ms. Shaw. I would like to talk to you first about the Child Birth- 
ing Center and give you a brief history, because we are somewhat 
unique in the programs that are offered. 

Senator Chiles. Fine. 

Ms. Shaw. In approximately 1976-77 in Bay County, it was noted 
that there was absolutely no care for women who had no income. 
There was no public health clinic. There was no hospital clinic. 
There was a front porch at a doctor's office, but that was it. 

At the same time the March of Dimes began advertising that you 
needed prenatal care. The executive director of our local March of 
Dimes chapter, plus some local advisory people on the March of 
Dimes, local doctors, got together and formed a private clinic that 
then was funded for salaried personnel through the National 
Health Service Corps. 

This clinic has grown from a little sleepy clinic, just as Bay 
County has grown, and doubled in population to a very large func- 
tioning clinic that is an IPO contractor. We have just recently 
merged with county hospital, and we give traditional deliveries at 
the hospital and clinic care. We are not actually a birthing center. 

Our delivery rates in the past year have risen from 16 a month 
to, I suspect, this year we will be very close to 40 deliveries a 
month. We delivered 400 babies last year, we expect to deliver over 
500 this year at a very modest growth rate projection. Thirty-five 
percent of our four hundred patients were teenagers. 

Senator Chiles. Thirty-five percent? 

Ms. Shaw. Thirty-five percent of them. 

We see all risk categories at our clinic, and yet two nurse mid- 
wives attended 74 percent of the births. 

Our physicians are all private physicians who have until recently 
totally volunteered their time. We have gotten some funds for re- 
imbursement to the physicians now. They attended 24 percent of 
our births. 

Two percent of our births were at Sacred Heart through mater- 
nal transport because of high risk. 

Senator Chiles. So if it looked like you really had a high risk pa- 
tient, you transferred some of those out? 

Ms. Shaw. Right. If we felt that the baby would be better served 
being born at Sacred Heart, the best transport incubator is his 
mother or her mother. 

As far as preterm goes, we became involved in the Creasy pro- 
gram when it was introduced statewide 2 years ago. Prior to that 
our low-birth-weight rate was approximately 11 percent of our 
babies were under the 5y2-pound range. 

Last year when we did our statistics for the State, we found that 
6 percent of our babies were under 5V2 pounds, therefore, we have 
cut the low-birth-weight rate in half. I m not real happy with it 
still. 

We do continue to have at least 16 percent of our patients who 
are at high risk for preterm birth, so the percentage of women who 
are at high risk is as great, the percentage that have actually deliv- 
ered low-birth-weight infants has reduced. 
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Senator Chiles. Again, that's because of the care through the 
pregnancy? 

Ms. Shaw. I think so. I think it is through our recognition of 
what can and will happen. 

Senator Chiles. So the screening is not all good, because there is 
some problems out there being able to follow up? 

Ms. Shaw. But it's getting better, and we are still working on it. 

We have only served Bay County. The 400 deliveries we did last 
year were from Bay County. 

In joining with the hospital, we looked at some statistics and re- 
alized that 115 of the babies born at Bay Medical Center were from 
Gulf and Franklin County. These women, 90 percent of them, were 
indigent, and a good majority of them did not have adequate prena- 
tal care. We have contracted to provide services for 40 of these pa- 
tients. This is all the money that has been provided for IPO serv- 
ices, yet last year there were 115 deliveries 

Ruth is going to talk to you some more about the problems we 
have with the outlying climate. 

Senator Chiles. Are you getting support money from these coun- 
ties? 

Ms Shaw. The counties themselves are not giving us any support 
money at this point. The poverty level in these counties is very 
high. The county funds are not there. The only support moneys we 
have for the program and the outreach right now is coming from 
state IPO funds. We try to qualify as many patients as possible for 
Medicaid, but then we can only accept 40 within the IPO Program, 
because this is what has been paid for. There are many problems 
with this. 

Ruth's clinic is 60 miles from my clinic. We have all the prob- 
lems of distance and transportation. In 1 week Ruth has registered 
five patients for us, three of them had Creasy preterm scores above 
13, so already we know we have high risk patients over there. 

Senator Chiles. When you say that scores above 

Ms. Shaw [interposing]. Above 10 is at high risk. 

Senator Chiles. Thank you. 

Ms. Shaw. So we have all the problems of distance. 

The other problem I mentioned before was that we had two 
CNM's — certified nurse midwife — who delivered 74 percent of 400 
patients last year. We have a personnel crunch, and this is all in- 
volved in training programs and getting the people trained so hat 
we can hire them. I am recruiting. 

Briefly, that is essentially what our program is. We work hand in 
hand with the Bay County Health Department, the Franklin 
County Health Department and the Gulf County Health Depart- 
ment. Our patients are worked into family planning straight from 
delivery, we work with Children's Home Society in their teenage 
program, we work with WIC and Catholic Social Services, and the 
mental health unit. We have obtained child abuse prevention funds 
to teach parenting to our 

Senator Chiles. What percentage of the need would you say that 
you are meeting in Bay? 

Ms. Shaw. In Bay County we are meeting a grate deal of the 
need. I think we are just at about 80 percent, 80 to 90 percent of 
their need, because the publicity has been good and we are getting 
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so many referrals into the clinic. We are not going to be meeting 
half the need in the other county. 

I would like to quickly— I could not bring patients, the distance 
and their situat'on. I have three patients though that wanted to be 
introduced to you by me. 

Senator Chiles. Fine. 

Ms. Shaw. Sue is a 27-year-old patient. This is her fourth preg- 
nancy. 

She had a 32-week delivery of a 3-pound baby with the first preg- 
nancy. The baby was seen at Sacred Heart and cared for their for 
respiratory distress syndrome. 

She was able to carry her second pregnancy 38 weeks, and deliv- 
ered a 6-pound-8-ounce infant. 

Her third 

Senator Chiles [interposing]. Did the first baby survive? 

Ms. Shaw. Survived. 

Senator Chiles. But he or she has 

Ms. Shaw [interposing]. We don't know what learning disabilities 
he may have yet, he's still preschool, but does not seem to have a 
real neurologic deficit that we can see. 

She was very lucky with her third baby. It was also born at 32 
weeks, weight 3 pounds 15V2 ounces, and has had no major prob- 
lems. 

Senator Chiles. Now, what kind of care did she have prior to 
these deliveries? 

Ms. Shaw. The third pregnancy she had come into our program, 
but she had come into our program before we knew about how we 
needed to recognized preterm birth. And that delivery was a sur- 
prise to us. It shouldn't have been, but it was, and we know so 
much more now. The other two pregnancies was very low prenatal 
care. 

She is currently 33 weeks pregnant. She has been hospitalized 
twice in preterm labor, and we have her on medication that is very 
expensive. We expect if we can carry her 3 more weeks, it's been 
close to $200 for her oral medication at home. She's in bed. The 
jury is still out. We may still have to transport her to Sacred Heart 
for delivery. 

Senator Chiles. But, again, with these kind of complications 
without the medication, without the 

Ms. Shaw [interposing]. She would have had this baby 2 weeks 
ago, at 31 she would have already delivered. 

Bonnie is 23 years old. This is her fourth pregnancy. She has 
never had a full term baby. She has had a S-pound-SVa-ounce baby, 
and a 4-pound-9-ounce baby. The second one went to Sacred Heart 
for respiratory distress syndrome. She has not had adequate prena- 
tal care until this pregnancy. She's had one spontaneous miscar- 
riage. She is currently 33 weeks pregnant and complaining about a 
heavy pregnancy and getting late pregnancy miseries, and we are 
thrilled to death. 

And Sherry sent a letter to you. She just completed her fifth 
pregnancy and wanted to come, but her daughter is only 2 weeks 
old. She had two spontaneous miscarriages, she had one normal 
term delivery. The last pregnancy was a 5-pound-15-ounce some- 
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where arounc? 34 weeks, who also needed premature care but was 
able to remain in Bay County. 

We saw her the first time at midpregnancy, 19 to 20 weeks. At 
that time she was beginning to go into labor. We put her on bed 
rest, gave her a class on contraction recognition. Within IV2 weeks 
she was recognizing regular contraction. We hospitalized her. The 
doctors placed her on oral medication. We maintained her for the 
next 10 weeks on bed rest and orgal medication. She started labor 
again, was again hospitalized. Finally we were able to hold her 
until 35 weeks, and IV2 week ago she delivered a 5-pound-15y2- 
ounce girl. This is not a large baby, but it is an alive baby that 
would have not have been there at 21 to 22 weeks. 

She stated, "I was a candidate for preterm labor. I was at high 
risk. Tve had two miscarriages at 12 weeks before my first two chil- 
dren. With this child ever3rthing started out fine until about 22 
weeks along, and I started having contractions, and my cervix 
started dilating. Without Linda and Lila I would have not made it 
through this pregnancy. I was prescribed a drug called Tributaline, 
which closes the cervix." 

It doesn't actually do that, but it stops the contractions and the 
cervix may reform, and along with bed rest. 

"Without this I would have lost my baby. It was depressing and 
boring, but believe me it was worth it in the long run. At about 32 
weeks I started dilating again, went up to 3 centimeters, was in the 
hospital on intravenous medication and then continued bed rest 
and medication at home. 

"I delivered at 35 weeks and had a baby girl 5 pound 10% 
ounces. She was a little jaundice, but beautiful. I really appreciate 
what this has done for me." 

Senator Chiles. Thank them all for their letters. 

Ms. Shaw. I was told in graduate school that the United States 
had the highest success in dealing with low, very low, birth weight 
infants. 

And then Dr. Al Brand said, "You need to look at that statistic. 
This mean we've had more very low-birth-weight infants to deal 
with or we wouldn't be so successful." 

And I firmly believe that just as it's the right of all our kids to 
have a public education, it is the right of all our unborn children to 
get the adequate care ihey need to grow well. 

Senator Chiles. Thank you very, very much. You are doing the 
Lord's work. 

Ms. Wendt. The Creasy program that she is referring to is a spe- 
cial program that we have here in Florida that no other State is 
doing in the country. And it is a special screening program where 
we try to identify whether you are in danger of premature birth. 
And then there is a special protocol to be folloved after these 
women are identified, which Ms. Shaw is saying has reduced the 
number of low-birth-weight babies by half. 

Senator Chiles. So by being able to screen and look at that pro- 
gram, you have been able to reduce those figures. That is a tremen- 
dous gain. You say you are not totally satisfied, you can do better. 

Ms. Shaw. I'm like a chicken in every pot, I want a 7 pound 
infant in every bassinet. 

Senator Chiles. Thank you. 
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Ms. Wade. 

TESTIMONY OF RUTH WADE, NURSING DIRECTOR, FRANKLIN 
COUNTY HEALTH DEPARTMENT 

Ms. Wade. Franklin County is in a very unique situation. We're 
way out from everywhere, and it's not on the road to anywhere. 
Senator Chiles. And I've got a problem with your oyster beds. 
Ms. Wade. Which is our main source of income. 
Senator Chiles. Right. 

Ms. Wade. Since Elena came she covered up our oyster beds, and 
we're looking at maybe 18 months before they'll be able to get any 
oysters out of there again. 

We have a lot of people who depend solely on oystering for a 
living. We have a lot of uneducated people who thought that they 
could do just what their daddies did and made a good living. With 
the oyster beds covered up, they're not candidates for the job 
market. They have no other marketing skills, so we have a lot of 
people with no moneys coming in. 

They were all looking forward to September when the oystering 
season would start. A couple working together can make a thou- 
sand dollars a week. Well, Elena took care of that. 

These people still have to pay their utilities, send their children 
to school, buy food and clothing and life still must go on. A lot of 
these people were pregnant before this happened. 

It falls to us who care to see that these people's health needs are 
met. By monitoring these pregnant ladies medically and nutrition- 
ally, we help to prevent birth defects and, therefore, more expense 
to the system in years to come. 

At the Franklin County Health Department, we monitored 42 pa- 
tients in the 1984-85 year, 28 were IPO patients, 12 were Medicaid 
patients and we had two home deliveries by lay midwives in Frank- 
lin County, which we don't really encourage because we are so far 
away from everything. There is not a delivering hospital or physi- 
cian within at least 60 miles from Apalachicola. 

Some of the ladies without our help would have had a normal, 
uneventful pregnancy, and would have had normal full-term 
babies. A lot of these would not have. Most of them would not 
have. At least they would have had an undernourished, undersized 
baby. 

Sixteen of the ladies we took care of were from 15 to 18 years of 
age at the time of delivery, so that tells us that a lot of them got 
pregnant at the age of 14. 

We have been accepting patients this year already for a little 
over a week, and we have already enrolled five patients. We have 
more on the book to be worked up next week. We were allotted 
money for only 20 patients for the entire year, so we're going to 
run out of money a long time before we run out of patients in need. 

We dehvered our last IPO patient with our last funding on Jan- 
aury the 22, 1985, so we have been since January without IPO 
funding. We have had many calls for the services, but we have just 
not been able to provide it. 

Senator Chiles. The IPO, that is State funds? 

Ms. Wade. Right. I call it IPO, it's the same thing as IPOP. 
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We always refer our patients to the WIC so that they get nutri- 
tional counseling. Even if we can't provide the prenatal care, we 
always refer to WIC. And when we can provide the prenatal care, 
we refer first to Medicaid to see if they can get on Medicaid first. If 
they are not Medicaid eligible but they are still of low income, then 
we take them. 

The obstetricians in our area charge anywhere from $450 to 
around $1,200 for their deliveries. That is just for the delivery serv- 
ices, that is not for the hospital. That is for a normal vaginal deliv- 
ery, not for a C-section. So for a normal vaginal delivery, you are 
looking at a cost around $2,300 to $2,400, which our people just 
cannot meet. 

In 1983 before we had IPO, we had 17 low-birth-weight babies 
born from Franklin County citizens. 
In 1984, after IPO, we had five low-birth-weight babies. 
Senator Chiles. Went from 17 to 5? 
Ms. Wade. From 17 to 5. 

Senator Chiles. That was pretty cost effective, wasn't it? 
Ms. W\DE. Yes, very well spent money. 

This year we didn't get the moneys to see as many patients as we 
did in the past, so we really need more funding. 

Senator Chiles. So that number is liable to go up is what you are 
saying? 

Ms. Wade. Right. 

Senator Chiles. We will we pay more later, because we are not 
paying more now? 
Ms. Wade. That's exactly right. 

Not only that, a lot of our people don't even have automobiles. 
We are working with Linda at the child birth center, and we have 
plans in the future for the nurse midwivcrs to come to Franklin 
County once a month to monitor these patients with us. Right now 
there are only two nurse midwives, so they can't take themselves 
away from their clin.cs. 

Senator Chiles. They are delivering all the time. 

Ms. Wade. Right, so right now, since we re just starting, we don't 
have any deliveries imminent. We don't take a patient 6 months or 
closer to delivery date, because we are not a delivering service. We 
are trying to prevent low-birth-weight babies, and by the time 
they're 6 months 

Senator Chiles [interposing]. So what you are telling me, Ruth, 
is you have people knocking on your door right now that you can't 
give even the counseling service to try to keep them from having 
low-birth-weight babies? 

Ms. Wade. Right. Well, now we can. We are funded now for IPO, 
but 2 months ago we couldn't. 

Senator Chiles. And what did they do 2 months ago when they 
didn't 

Ms. Wade [interposing]. They just go without prenatal care. They 
drop-in deliver at Bay Medical Center, or if they are from Carra- 
belle, which is on the other side of the county— we have a very 
long county—then they usually drop-in deliver in Tallahassee. 

Senator Chiles. Well, obviously from what you say, these nurse 
midwives are the corps of the prenatal care in a rural area like 
yours. You said they were delivering 70-some percent of the babies. 
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Ms. Shaw. Right, and we had 400 deliveries of the low-income 
babies. 

Actually, I saw some statistics from our county, and one of the 
years, I think it was 1983, we actually delivered 9.9 percent of Bay 
County births, total births. 

Senator Chiles. Are there any special problems that the nurse 
midwives are facing these days in their efforts to provide care? 

Ms. Shaw. Yes, there are. We've lost insurance. 

Senator Chiles. I heard that. 

Ms. Shaw. I lost my malpractice insurance October 4. 

Luckily, in my case, I had already been hired by Bay Medical 
Center. Our program had been taken under their umbrella. And 
one of the reasons we were taken under their umbrella is so they 
could provide us with insurance, and we can practice in that rela- 
tionship under the nurse practice act. 

So Tm feeling fairly comfortable with that now, however, had we 
not gone in this situation or we lose the hospital coverage, then we 
have no insurance. And the hospital bylaws read that I must have 
insurance to work there, so I'm a catch-22 if I lose insurance. 

Senator Chiles. If you lose insurance, then you can't work? 

Ms. Shaw. I can't work, I can't see these patients, because I can't 
deliver them, and we can't use the hospital's services. 

I could probably see them antipartum, if I wanted to take the 
risk. 

Senator Chiles. Well, we have put $1 million study under way on 
the malpractice insurance problem in our 1986 appropriations bill. 
I don't know when the answer will be forthcoming, but we do rec- 
ognize this a problem across the country now. 

Ms. Shaw. The second problem we have is in funding the pro- 
grams that train the nurse midwife. The programs that are train- 
ing nurse midwives have a very small student body, so that you 
can have a 1-to-l, 2-to-2 teacher-student ratio and get good training. 

Senator Chiles. Tell me what your training is. 

Ms. Shaw. I have a bachelor's in nursing from Florida State Uni- 
versity. I had 17 years of nursing experience. And then I want to 
Emory University and received a master's of nursing and certifi- 
cate of nurse midwifery through the Emory program. 

Senator Chiles. So you actually went and did some graduate 
work and learned there? 

Ms. Shaw. Yes, sir. 

Senator Chiles. Now, there are other ways of qualifying as a 
midwife? 
Ms. Shaw. As a midwife. 

Senator Chiles. Excuse me. I want to try to get these distinctions 
a little bit. 

Ms. Shaw. Basically, we hear about three types of midwives. 

The granny midwife is the old, traditional care giver that was 
very common in the South. She may or may not have had any 
training. At one time when I was at FSU, we actually licensed in 
the State granny midwives. They came in once a month for a class 
at the health department, and their bags were checked. Grann}^ 
midwives are essentially not legal in most of the Southern States, 
and they are not legal in Florida. 
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The next category that you hear about is the lay mi ' /ife. The 
lay midwife m'^y or may not have some education. There is a lay 
midwifery school, I believe, in Washington State, I'm not as famil- 
iar, and possibly one in Texas. Other times women have gotten li- 
censes or said they were lay midwives just from on-the-job training. 
And the State of Florida, of course, did have a lay midwifery law 
that went into sunset. 

Senator Chiles. It has sunse ed now? 

Ms. Shaw. Yes. 

Senator Chiles. Did we grandfather or grandmother in the lay 
midwives that were out there; 

Ms. Shaw. Tliey are allowed to ^ /actice, yes. And many of the 
still practicing grannies conver^'^d to t* lay midwifery license. 

Th'" certified nurse midwife is a registered nurse who has experi- 
ence in the perinatal field, and then has gone back for graduate 
stuoy in the normal obstetric course and nurse midwifery care. 

Senator Chiles. We know that there is a problem now with 
nurses leaving the field generally; is that a problem with nurse 
midwives as well? 

Ms. Sh\w. There have been some statistics from the American 
College that state after 10 years there is a large majority of nurse 
midwives that are no longer actively practicing nurse midwifery or 
no longer actively delivering babies. This would seem to me to state 
that there is some burnout, there are nurse midwives that do leave, 
and I don't know how many at this point, but they said a lot after 
10 years were no longer delivering. 

Senator Chiles. How long have you been a midwife now? 

Ms. Shaw. I have been a midwife 3 years. 

Senator Chiles. You seem to enjoy it. 

Ms. Shaw. I love it. 

Senator Chiles. Well, that's great. 

Thank you all very, very much. We appreciate your testimony as 



Ms. Shaw. Thank you. 

Senator Chiles. We are going to adjourn our hearing now. 

1 am delighted with the testimony I received. 

I think it is prttty obvious why Escambia and this area is doing 
very well. It looks like you have a community that cares. 

And certainly through the Sacred Heart Hospital, as well as the 
infrastructure from the county health department to the IPO Pro- 
gram, IPOP, that a real net has been put together. Something like 
that, similar to that, is what we need to try to get across this coun- 
try. 

Obviously, if we had it all across Florida, we'd have a better pro- 
gram. W can see from the testimony we received from the eastern 
part of tne panhandle where there are not sufficient funds, were 
we are not really meeting the need there, that there is a problem 
there. But we will hold further hearings. I know we will be holding 
a hearing in Washington. 

And I kn'^w this is a problem that - p can do sc;nething about. 
It's one that we simply must do some^iang about. 

So we will recess the hearing. 

[Whereupon, the hearing was recessed to reconvene at the call of 
the Chair.] 



well. 
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PREVENTING INFANT MORTALITY: INTERGOV- 
ERNMENTAL DIMENSIONS OF A NATIONAL 
PROBLEM 



THURSDAY, OCTOBER 31, 1985 

U.S. Senate, 

Subcommittee on Intergovernmental Relations, 

Committee on Governmental Affairs, 

Washington, DC. 

The subcommittee met at 9:35 a.m., in the auditorium of Laboure 
Hall, Providence Hospital, Hon. Dave Durenberger (chairman of 
the subcommittee) presiding. 

Present: Senators Durenberger and Chiles. 

Staff present: Margaret Wrightson, staff director; Robert F. 
Harris, minority staff director; Lynn Blewett, Mary Brecht, Rich- 
ard Farrell, Carnie Hayes, Celeste DeLorge, professional staff mem- 
bers; and Mary Peterson, chief clerk. 

OPENING STATEMENT OF SENATOR DURENBERGER 

Senator Durenberger. I am the chairman of the Subcommittee 
on Intergovernmental Relations. This is the ranking member, the 
Senator from the State of Florida, Lawton Chiles, and we would 
like to welcome you to Providence Hospital. We extend our appre- 
ciation to the board and trustees of the ho.^^pital, to Bob Hutson, 
who is the director of the Providence Center for Life, who is acting 
as our host here today, to the Catholic Health Association, and to 
everyone else who is responsible for making the hearing today pos- 
sible. 

Our hearing agenda is altered slightly in that Mayor Marion 
Barry will not be able to get here until later this morning, prob- 
ably in the neighborhood of 11, 11:15. 

The topic of our hearing today is S. 1209, a bill introduced by my 
colleague from Florida, Senator Chiles, and introduced in the 
House as H.R. 3344 by our colleague, Mickey Leland from Texas, 
who is here to testify on the bill. 

The bill would establish a National Commission to Prevent 
Infant Mortality. I have to tell you as a rule that I am not a big 
fan of study commissions, but there are some issues which are of 
such national importance they call for a truly comprehensive scru- 
tiny that only a group of experts can undertake for us in this coun- 
try. 
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In 1982, over 42,000 infants died before reaching their first birth- 
day. That is more than the entire population of my hometown in 
Minnesota, the city of St. Cloud. 

As a nation, we have made steady improvement in reducing 
infant mortality. In 1982, the last year for which we have official 
figures, the rate was 11.5 deaths per 1,000 live births. Some new 
quarterly figures indicate that rate has fallen further. 

But it is important to remember that as always, statistics are a 
lot like a figleaf: What they reveal is suggestive, but what they con- 
ceal is vital. 

First, our infant mortality rate is still higher than that of more 
than a dozen other developed nations in this A^orld. 

In a nation that prides itself on providing the finest medical care 
in the world, that spends more than $1,500 a year per person on 
health care, which is more than three times as much as any other 
nation, it is a national disgrace that we are that low in this world 
in infant mortality. 

The second point is that Americans are not sharing equally in 
the advances that are being made against infant deaths. Women 
who are poor, who are black or native American, who have no 
health insurance, who live in inner cities, or who live in heavily 
rural areas, who live in the Southern United States, are all much 
more likely to lose their children ir the first year of life, simply 
because they don't have the access to pro^, ^r health care or to the 
information necessary to tell them how to get it. 

In a nation that prides itself on equity and compassion, that is a 
crime. 

Finally— and this is a critical point— it is not just the deaths of 
children at issue here today. At issue are also the lives of thou- 
sands of infants who survive their first year but with serious and 
debilitating illnesses and handicaps, many of which are prevent- 
able with good prenatal or neonatal care. These are the kids who 
don't show up in infant mortality figures, the kids suffering from 
what is known in medical jargon as infant morbidity. 

In fact, I would like my colleagues to consider changing the 
name of their proposed study commission to the National Commis- 
sion to Prevent Infant Mortality and Morbidity, if they wouldn't 
object to that. 

It is commonly known that there are certain geographic areas in 
the country with particularly high rates of infant mortality and 
morbidity. Ten out of the eleven worst infant mortality rates 
belong to the Southern States. 

Who would guess that there are problems in a State like Minne- 
sota, known for its quality of life and innovative health care 
system? Minnesota has the sixth lowest infant mortality rate 
among the 50 States. 

But again, if you look behind that statistical figleaf, the infant 
mortality rate for that clean and beautiful city of Minneapolis, in 
which I now live, is more than 12 deaths per 1,000 live births, 
which is above the national average. 

For Minnesota's native Americans, the rate is even more star- 
tling, more than 25 deaths per 1,000 live births. The rate for blacks 
is only a little lower, not only more than twice the national aver- 
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age, but more than twice the rate for Minnesota's white popula- 
tion. 

Maybe the saddest thing of all is that v e know how to bring 
many of these children into this world healthy. &. much of infant 
mortality and morbidity is preventable. A study released by the 
University of California found that 26 percent of infant deaths and 
50 percent of mental retardation can be prevented. We know, for 
instance, that low birth weight, which contributes to two out of 
three infant deaths, as well as a variety of health problems, can be 
reduced drastically through better prenatal care. 

Our witnesses here today will tell us that the best way to pre- 
vent infant mortality and morbidity is to prevent very low-birth- 
weight infants. How to do that? Very simply, a better allocation of 
this Nation s resources. 

As a nation, we spend $400 million a year on health care, but 
little of it targeted on effective, preventive health care services. 
The annual costs in this country for neonatal intensive care ex- 
ceeds $1.5 billion. In the Twin Cities of Minneapolis and St. Paul, 
we have more than three times as many neonatal intensive care 
beds per capita as in Oslo, Norway, and yet their rate of infant 
mortality and morbidity is much lower than ours. 

It means they are putting their resources to better use than we. 
And the cost of special education and long-term care for children 
with chronic disabilities in this country can easily reach $400,000 
per person. 

Now we are taking some action to invest in preventive care, but 
we are taking it one small st^p at a time. The Senate's budget reso- 
lution this year contains a provision added by my Health Subcom- 
mittee of the Finance Committee that allows States to provide 
more comprehensive prenatal care to poor women through the 
Medicaid Program. 

These incremental steps are encouraging, but there is much 
more to be done if we recognize that the best incubator of all is not 
here at Providence Hospital, it is in the womb of the mother. 

Today we will hear the many problems that women face in get- 
ting access to prenatal se^^vices. Lack of insurance coverage is just 
one of those; 6 million woinen in the United States have no health 
insurance coverage. Hospitals simply swallow the bill or write it off 
as bad debt, a practice that is increasingly difficult as the health 
marketplace becomes more price competitive. 

Cities I visited recently like Detroit, Cleveland, and Chicago are 
spending r* ^re; the hospitals in those cities are spending more than 
$100 millii per year per community on uncompensated care. Mal- 
practice insurance rates are rising so fast that even the best OB/ 
GYNs are being priced out of the profession, even where their prac- 
tice is mostly for healthy or paying patients. 

Also aggravating the situation is Government's fragmented 
system of delivery. The Federal, State, and local levels of govern- 
ments have assumed joint responsibility is assuring each American 
access to quality health care. 

But as with so many other things, intergovernmental failures 
contribute to the causes of infant mortality and morbidity. 

These reasons and more dictate that we have a national commis- 
sion on infant mortality and, I would hope, on infant mo 'iidity. 
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The administration will argue here today that we know what 
needs to be done to prevent infant mortality and morbidity. They 
will argue that, "We just don't need a commission to tell us; that 
we need to be about the task of acting upon what we know." That 
is a direct quote. 

I would argue that we need a national commission on infant 
mortality and infant morbidity to bring the national conscience 
and the conscience of this administration into taking action they 
seem unwilling to take. 

I compliment the Secretary of HHS for the very fine organiza- 
tional efforts which Dr. Mason will describe to coordinate our Na- 
tion's attack on infant mortality and morbidity. 

But the best of these efforts cannot be successful without the ap- 
propriate allocation of this Nation s resources to the heart of the 
problem. I think that is the best argument for this commission. 

[Senator Durenberger's prepared statement follows:] 



I would like to welcome you all to Providence Hospital. My thanks to B:b Hutson, 
Director of the Providence Center for Life, and the Catholic Health Association, for 
making today^s hearing possible 

The topiC of our hearing is S. 1209, introduced by my colleague form Florida, Sen- 
ator Chiles. The bill would establish a National Commission to Prevent Infant Mor- 
tality. I have to tell you, as a rule I'm not a big fan of Congressional study commis- 
sions. But there are some issues which are of such national importance, they call for 
the kind of truly comp liensive scrutiny that only a group of experts can undertake 
for us. When we are discussing the very lives of our children, we need more than 
the independent analyses of 435 congressional laymen. 

In 1982, over 42,000 babies died before reaching their first birthday That's the 
entire population of my home town, St. Cloud, Minnesota 

It is certainly true that, as a nation, we've made steady improvements in reducing 
infant mortality. In 1982, the last year for which we have official figures, the rate 
was 11.5 deaths per 1,000 live births. Some new quarterly figures indicate that rate 
has fallen even further. 

But it's important to remember that, as always, statistics are a lot like a fig leaf: 
What they reveal is suggestive, but what they conceal is vital. 

First, our infant mortality rate is still higher than more than a dozen other devel- 
oped nations. 

In a nation that prides itself on providing the finest medical care in the world — 
and spends more than $1,500 per person on health care each year— that is a nation- 
al disgrace. 

Second, Americans are not sharing equally in our advances against infant deaths. 
\yomen who are poor . . . who live in inner cities or heavily rural areas who 
live in the southern United States . . . These women are much more likely to lose 
their children in the first year of life, simply because they don't have the access to 
prorer health care or to the information telling them how to get it. 

in a nation that prides itself on equity and compassion, that is a crime 

Finally— and this is a critical point— it's not just the deaths of children at issue 
here today. It is also the thousands of infants who survive their first year, but spend 
their lives with serious and debilitating illnesses and handicaps, many of them also 
preventable with good prenatal and neonatal care. These are the kids that don't 
show up in the infant mortality figures, the kids suffering from what's known in 
medical jargon as ''infant morbidity " 

In fact, I d like Senator Chiles to consider changing the name of the proposed 
studv commission to "The National Commission to Prevent Infant Mortality and 
Morbidity," if he doesn't object 

It's commonly known that there are certain geographic areas in the country with 
particularly high rates of infant mortality and morbidity Ten out of the eleven 
worst infant mortality rates belong to southern states 

And who would guess that there are problems in a state like Minnesota, known 
for its quality of life and innovative health care system'^ Minnesota has the 6th 
lowest infant mortality rate among the 50 spates. 
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But again, look under the statistical fig leaf The infant mortality rate for the 
clean and beautiful City of Minneapolis is more than 12 deaths per thousand live 
births— far above the national average. 

For Minnesota's Native Americans the rate is even more startling— more than 25 
deaths per thousand live births. The rate for blacks is only a little lower Not only 
more than twice the national average, but more than twice the rate for Minnesota's 
white population. 

Maybe the saddest thing of all is that we know how to keep many of these chil- 
dren alive and healthy So much of infant mortality and morbidity is preventable 

A study released by the Universit> of California found that twenty-six percent of 
infant deaths and fifty percent of mental retardation can be prevented. We know, 
for instance, that low birth weight, which contributes to two out of three infant 
deaths as well as a variety of health problems, can be reduc<*d drastically through 
better prenatal care. 

The most basic problem is misallocation of resources As a nation we spend $400 
billion a year on health care, but we don't target enough of that Money to preven- 
tive health services. The annual cost for neonatal intensive care alone exceeds $1.5 
billion. In Minneapolis-St. Paul alone, there are three times as many neonatal in- 
tensive care beds per capita than in Oslo, Norway. 

And the cost of caring for children with chronic disabilities is huge. The price of 
special education and long-term care for the life of each one of these children can 
easily reach $400,000. 

We are taking action to invest in preventive care, one small step at a time. The 
Senate's budget reconciliation package contains a provision, added by my Health 
Subcommittee of the Finarce Committee, to allow states to provide more compre- 
hensive prenatal care to poor women through the Medicaid program. These incre- 
mental steps are encouraging, but there is so much more to I ^ done. 

The point is simply this* Of course, we have to have enough resources to care for 
children with illnesses after they're bom. But doesn't it make sense to put our 
money up front in preventive care to see that more children get a healthy start? 
The world's best incubator isn't here in this hospital, it's in the mother's womb. 

Today we will hear the many problems women face in getting the access to prena- 
tal services they need. Lack of insurance coverage is one of the primary financial 
barriers. Over six million women in the U.S. have no health insurance coverage. 
Hospitals must simply swallow the bill or write it off to "bad debt"— a practice that 
is increasingly difficult as the health marketplace becomes more price-competitive. 

Another rising problem is the reluctance or refusal of obstetricians to take on 
low-income patients. Even if covered under Medicaid, the Medicaid rates are often 
too low to rover the physician's costs of treating the patient. A major factor in those 
costs are malpractice insurance rates, rising so high that OB/GYNs are biing priced 
out of the market, even for healthy and paying patients. 

Also aggravating the situation is government's fragmented systeri of service deliv- 
ery. The federal, state and local levels of government have assumed joiiit responsi- 
bility in assuring t^zch American access to quality health care But as . ith so many 
other things, intergovernmental failures contribute to the causes of infant morality 
aii'^d morbidity. 

For all of these reasons, we are calling for a National Commission on Infant Mor- 
tality — or Infant Mortality and Morbidity— and for all of these reasons we are 
having a hearing today Again, I thank you all for coming here to witness and take 
part in this important discussion. 

Senator Durenberger. I congratulate my colleague c»wd intro- 
duce him to you now for his authorship of this legislation. 



Senator Chiles. Thank you very much, Mr. Chairman. I appreci- 
ate your calling this hearing, and certainly, your cosponsorship of 
S. 1209, as well as Congressman Leland's sponsorship of H.R. 3344 
in the House. You have certainly demonstrated your concerned 
leadership in the field of providing proper health care for our citi- 
zens, and certainly, your proposal regarding access to health care is 
consistent with your interest iii health problems in this country. 

I join you expressing my appreciation to the officials and staff of 
Providence Hospital and their Center for Life. I noted in their liter- 



OPENING STATEMENT OF SENATOR CHILES 




ERIC 



102 



ature that they are committed to serving people without regard to 
race, religion, national origin, or economic status. 

Mr. Chairman, I think that last term, '^economic status," is very 
important. A lot of institutes and organizations are willing to serve 
people in every other category— race, religion, nationality— but if 
they are poor, then they have a problem with service. I want to 
commend Providence Hospital and their commitment to seiviiig 
the poor. 

The hearing is for me, today, a culmination of the beginning 
phase of raising public awareness to the seriousness of infant mor- 
tality, and I like your term, morbidity, Mr. Chairman, in this coun- 
try. In two hearings held in Florida this summer, I have heard 
from approximately 25 witnesses. Those witnesses included health 
care delivery specialists, elected public official?, health and medical 
officials, and individuals who experienced some of the problems of 
trying to get proper medical care during pregnancy. 

I have also, in my State, visted clinics and hospitals in Tampa, 
Jacksonville, Tallahassee, Fort Myers, and Fort Lauderdale trying 
to see what our State and local governments are providing in the 
way of services for pregnant women and their babies. Many of 
these places have implemented programs which make some inroads 
toward progress in this situation. But there is still much to do. 

I want to take a moment to talk about S. 1209 and what I hope 
the legislation would accomplish. First of all, let me assure every- 
one that I don't see the commission that will be created by this law 
as one who will issue a report and that will be it. I agree with 
those critics who say study commissions that tell us the obvious are 
not worth the ink that it takes to create them. 

What S. 1209 would do is create a commission with a clear man- 
date for legislative and administrative action designed to vigorous- 
ly attack the problem before us. The commission would coordinate 
and focus the efforts of many groups that have been working in 
this vineyard for many years. Also, a commission created by the 
Congr'*ss as a focal point for action cannot be easily ignored. Right 
now v^e have organizations and groups who come out with reports 
and findings which sometimes initiate some interest among Mem- 
bers of the Congress, but it is difficult to get a large block of Mem- 
bers interested simultaneously. 

The advantage of having a congressional ly mandated commission 
is that you already have some Members interested right from the 
beginning. Presently, as cosponsors of our bill, there are cosponsors 
that are committee chairmen and ranking members committed to 
effectively seeking solutions to the problem of infant mortality. 

When this b ll passes and becomes law, it will be our commis- 
sion. Congress' commission. It is easy to ignore someone else's baby 
crying out- there, but it is a little bit harder when that baby crying 
is your own baby, and this is going to be Congress' baby. 

In 1984, we know 39,000 infants died in this country before their 
first bifhdays. That is a provisional infant mortality rate of 10.6 
percent. 

I am told these figures have improved some over the last year, 
and that is important, but we know that that improvement is mar- 
ginal, and we also know that the rate of improvement has slowed 
down. 
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If a child IS born in the United States, his or her chances of sur- 
vival are less than those of a child born in Japan, Australia, Spain, 
or many other nations. The United States can't seem to improve 
compared to the rest of the world because we still have this tre- 
mendously high number of low-birth weight babies. No matter how 
much advanced technology is at our Nation's fingertips, if we can't 
get our babies growing healthier from the beginning, the United 
States will continue to hang back from other developed countries 
with infant mortality. 

Moreover, we can't ignore the fact that infant mortality rates do 
fall, the gap in infant survival between blacks and whites widens. 

In 1950, black rates were nearly 65 percent higher than white 
rates for infant deaths. By 1965, the gap had gone to 95 percent. It 
fell back to about 85 percent in 1975. It is back to 95 percent in 
1983. 

Relative to whites, blacks have made no gains in infant mortality 
since 1950; in fact, they are actually falling behind. 

In 1912, the Federal children's bureau issued this statement re- 
garding infant mortality: "The coincidence of a high infant mortali- 
ty rate with low earnings poor housing and large families was indi- 
cated in these studies." And that report also talked about the 
impact of social and economic conditions, as well as good prenatal 
and infant care. 

Our future must be brighter than our past. In most areas of na- 
tional concern, we are a leader. In that case of infant mortality, we 
are a loser. 

In countries exceeding 2 million in population, in the 1950-54 
period, we were in 7th place; 10 years later, 1960-64, we were in 
11th place; 10 years later, 1970-74, we were in 16th place. In 1982 
we were 17th. In Olympic game terminology, "You don't win no 
medals being 17th." 

Again, we are not satisfied with our position or relationship with 
respect to the rest of the world. We are not satisfied with our fail- 
ure to respond adequately on these issues. 

I certainly look forward to hearing from our impressive list of 
Witnesses in the hope that one day we will be a world leader in pre- 
venting infant mortality. 

We know that from them that have much, much is expected. We 
are expected to do better. 

[Senator Chiles' prepared statement follows:] 

Prepared SrATEMEyr of Senator Chiles 

Thank you, Mr. Chairman, I appreciate youi calhng this hearing and also your 
cosponsorship of S 1209 You have certainly demonstrated concerned leadership in 
the field of providing proper health care for our citizens C rtainly your proposal 
regardMg Access to Health Care is consistent with your interest in health problems 
in this country. 

I join you in expressing my appreciation to the officials and staff of Providence 
Hospital and their Center for Life. I noted that in their literature they are commit- 
ted to serving people without regard to race, religion, national origin, or economic 
status. Mr. Chairman, I think that last term, "economic status," is very important 
A lot of institutions and organizations are willing to serve people in every other cat- 
egory—race, rehfeion, nationality— but if you're too . then they have problems with 
service So I want to commend Providence Hospital for their commitment to servinc 
the poor * 
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This hearing today i» for me, the culmination of the beginning phase of raising 
public awareness about the seriousness of infant mortality in this country In two 
hearings held in Florida this summer, I heard from approximately 25 witnesses 
Those witnesses included health care delivery specialists, elected public ofHcials, 
health and medical ofHcials, and individuals who had experienced some of the prob- 
lems of trying to get proper health care during pregnancy. 

I also visited clinics a^nd hospitals in Tampa, Tallahassee, Ft. Myers, Jacksonville, 
and Ft. Lauderdale to see what the state of Florida provides in the way of services 
to pregnant women and their babies Many of those places have implemented pro- 
grams which make some inroads toward progress on this issue, but there is much 
more to do. 

Let me take a moment to talk about S. 1209 and what I hope the legislation will 
accomplish. First of all, let me assure everyone that I don't see an Infant Mortality 
Commission that will be created by law, issue a report, and that's it. I agree with 
critics who say that study commissions who tell us the obvious are not worth the 
ink it took to create them. What S. 1209 would do is create a commission with a 
clear mandate for legislative and administrative action designed to vigorously 
attack the problem before us. The commission would coordinate and focus the ef- 
forts of many groups who have been working in this vineyard for many years Also, 
a commission created by the Congress as a focal point for action cannot be easily 
ignored. Right now we have organizations and groups who come out with reports 
and findings which sometimes initiate some interest among members of Congress, 
but it's difficult to get a large block of members mterested simultaneously 

The advantage of having a congressionally mandated commission is that you al- 
ready have some members interested right in tne beginning Presently on S. 1209, 
there are cosponsors who are Committee Chairmen and Ranking Members who are 
committed to effectively seek solutions to the problem of infant mortality. 

When this bill passes and becomes law, it will be our Commission, Congress' Com- 
mission. Its easy to ignore somebody else's baby crying in the night — its a lot harder 
to ignore your own. This will be our baby, and I expect Congress to heed its cry. 

In 1984, over 39,000 infants died in this country before their first birthdays. 
That's a provisional infent mortality rate of 10.6. 

I'm told that the figures have improved over the last year. That improvement, if 
it's true, is still marginal. However, j n aware that preliminary figures for 1984-8ii 
show the rate staying constant. In fact, the figure for all babies dying between 28 
days and one year has increased by 3 percent in 1984. 

Last year in Florida, 1,816 babies did not celebrate their first birthday. To me 
that figure is devastating. My state is still one of the worst in the South, 'ftie South 
still has one of the highest rates in the United States, nd the United States still 
has one of the highest rates among industrial nations in the world. 

If a child is bom in the USA, his or her chances of survival are less than if that 
child was bom in Jap&n, Australia, Spain, and many other nations. The U.S. can't 
seem to improve compared to the rest of the world because we still have a high 
number of low birthweight babies. No matter how much advanced technology at our 
nation's fingertips, if we can't get our babies growing healthier from the beginning, 
the U.S. will continue to hang back from most other developed countries in infant 
mortality. 

Moreover, we cannot ignore the fact that when infant mortality rates do fall, the 
gap in infant survival between Blacks and Whites widens In 1950, Black rates were 
nearly 65 percent higher than the White rates for infant deaths. By 1965, that gap 
had widened to 95 percent higher infant mortality for Blacks. And after decreasing 
to 85 percent in 1975, it was back up at 95 percent by 1983. Relative to Whites, 
Blacks have made no gains in infant mortality since 1950 in fact, they are falling 
further behind. 

In 1912, the Federal Children's Bureau issued this statement regarding infant 
mortality — "The coincidence of a high infant mortality rate with low earnings, poor 
housing . . . and large families was indicated in these studies." And that report also 
talked about the impact of social and economic conditions as well as good prenatal 
and infant care. 

Our future mui. be better than our past. In most areas of national concern we are 
a leader. In the case of infant mortality, we are a loser 

In countries exceeding two million in population, in the 1950-54 period, we were 
in seventh place. Ten years later, in 1960-64, we were in eleventh place, ten years 
after that, in 1970-74, we were in sixteenth place, and in 1982 we were seventeenth. 
In Olympic game terminology, ''They don't give medals for seventeenth place." 

Again, we are not satisited with our position in relationship to the rest of the 
world, and we're not satisfied with out failure to respond adequately on this issue. I 
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look forward to hearing from our impressive list of witnesses in the hope that one 
day we'll be a world leader in preventing infant mortality 

Senator Durenberger. Lawton, the nk you very much. 
Our first witness today is the Honorable Mickey Leland, U.S. 
Representative, Houston, TX. Mickey, we welcome you. 

TESTIMONY OF HON. MICKEY LELAND, A U.S. REPRESENTATIVE 
FROM THE STATE OF TEXAS 

Representative Leland. Thank you very much, Mr. Chairman, 
and let me thank you, Mr. Chairman and Senator Chiles, both of 
you, for your very thoughtful and compassionate statements. I 
want to thank you, too, for inviting me here to testify before the 
subcommittee on the need to establish a national commission to 
prevent infant mortality and hopefully, amended to be and morbid- 
ity. 

On September 18, I introduced H.R. 3344, the companion bill to 
S. 1209, Senator Chiles' legislation. I am pleased that like S. 1209, 
H.R. 3344, with 36 cosponsors, has received bipartisan support from 
Members representing vastly different parts of our country. 

Mr. Chairman, I commend you for your support of Senator 
Chiles' bill and for your sponsorhip, and particularly, for holding 
these hearings this morning. 

Mr. Chairman, I join you today as a fellow Member of Congress, 
as chairman of the House Select Committee on Hunger, and as a 
member of the Subcomirittee on Health and the Environment, 
which will consider H.R. 3344. But more importantly, I appear as a 
concerned American who knows of the urgent need to improve our 
maternal and infant health care delivery system. 

According to recent statistics from the National Center for 
Health Statistics, the national infant mortality rate in 1983 was 
11.2 per 1,000 live births; that is 40,627 young lives. This abysmal 
situation is intolerable. It is imperative that we mobilize our efforts 
to end this national disgrace. I believe establishment of a national 
commission to prevent infant mortality and morbidity will focus 
much-needed attention on th** issue and serve as the beginning of a 
concerted, coordinated nation vide effort to reduce infant deaths. 

Mr. Chairman, while infant mortality and low birth-weight sta- 
tistics have improved over the past 2 decades, it is important to 
carefully examine the rue nature of these statistics. The neonatal 
mortality rate, deaths of infants up to 28 days of age, has dropped 
significantly with the advent of new technology and intensive care 
nurseries. But the rate of postnatal mortality, deaths from 28 days 
to 1 year of age, increased between 1982 and 1983. During the past 
10 years, such an increase has occurred only once before. This tells 
me that in a significant number of cases, new technology does not 
save babies' lives, but only allows premature and low birth-weight 
infants to be kept alive longer than what was possible in the past. 

Overall, between 1960 and 1983, tne infant mortality rate de- 
creased from 26 per thousand live births to 11.2. Again, we must 
1 eep in mind this improvement is largely a result of technological 
advances. Additionally, the advent of programs to aid the poor, 
such as Medicaid, contributed to our progress. Recent cutbacks in 
these programs have retarded this progress. 
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Unfortunately, this overall statistical improvement is a shield 
against the sobering truth: Our existing health and nutrition care 
system to prevent infant mortality is woefully inadequate. Aggre- 
gate statistics mask the ever-increasing suffering of tens of thou- 
sands of mothers, babies, and families. We must close the chasm 
which claims the lives of so many. 

Low-income infants, particuarly those from ethnic and racial mi- 
nority groups, suffer from low birth weight and infant mortality 
rates far above those of other populations. For example, the black 
infant mortality rate in 1982 was 19.2 per 1,000 live births. Thus, a 
black child born in this country has almost double the risk of dying 
compared to a white child. According to the date from the NCHS, 
this black-white infant mortality gap is widening. 

Let me make a note here, however, Mr. Chairman, if I may. I 
recall that in 1979, when I first came to Conjgress, I recognized the 
gap between white and black infant mortality rates and was con- 
tacted by one of my constituents who happened to be white. She 
said, *'Well, why are you so concerned about just the black infant 
mortality rate? Let me make this perfectly clear: that I care about 
babies dying period, regardless of what color they are. 

In Houston, where my own congressional district is located, final 
1984 infant mortality data revealed that from 1982 to 1984, the gap 
between the black and white infant mortality rates in Houston in- 
creased 16 percent. 

The infant mortality rate gap between the rural poor and the 
rest of the nation grew an alarming 39 percent between 1981 and 
1983. 

I am very deeply troubled by these numbers and personal expe- 
rience has motivated me further. As the only pharmacist in Con- 
gress, I have worked in the health care field and have heard testi- 
mony from public nealth and medical professionals. The message I 
have witnessed and the message the professionals deliver is clear: 
Comprehensive prenatal care, social services, nutritional services, 
and health education is the most cost-effective means for prevent- 
ing infant mortality and low birth weight. 

According to the intstitute of medicine report issued recently, for 
every dollar spent on prenatal care, $3.38 is saved from costs which 
accompany the extraordinary methods which must be utilized for 
low-birth-weight babies. 

In July 1984, the Select Committee on Hunger toured the inten- 
sive care infant nursery at the University of California Medical 
Center in San Francisco. The low-birth-weight infants we saw were 
tiny, frail, their lives wholly dependent on the intricate machinery 
to which they were attached. Most of these little citizens were un- 
likely to survive. The chief of neonatology at the hospital told the 
committee that many of the mothers of these undersized I nbies suf- 
fered from malnutrition during pregananey. We were told first- 
hand that hundreds of mothers, at this hospital alone, do not re- 
ceive early comprehensive prenatal care. National data from the 
NCHS bear out this fact, 

Mr, Chairman, it is inconceivable that although we know how to 
prevent infants from dying, as you have indicated, the United 
States still lags behing 14 other countries or, as Senator Chiles has 
noted, possibly 16 other countries. 
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Nine European nations, Japan, Canada, Australia, New Zealand, 
and Singapore have lower infant mortality rates than the United 
States. A concerted effort to assure all women and infants in need 
receive proper comprehensive prenatal and postnatal care can and 
will make a difference. A national commission to focus attention 
and coordinate efforts is the first step to reach this goal. 

The mandate of the National Commission to Prevent Infant Mor- 
tality and Morbidity would be to make specific recommendations 
within 1 year of its formation for changes needed with in Federal 
programs to achieve an effective national role to reduce infant 
deaths. It would recommend a national policy to coordinate and im- 
prove State and local and private efforts to prevent infant mortali- 
ty- 

The combination of declining health status among low-income 
pregnant women and new-born infants, a fiscal crisis, and in- 
creased taxpayer concern has set the stage for a national coordinat- 
ed effort to implement cost-effective changes in our maternal and 
child health care system. The establishment of a National Commit- 
tee to Prevent Infant Mortality and Morbidity will help achieve 
this goal. 

Again, Mr. Chairman, I appreciate the opportunity to appear 
before you this morning. I look forward to working with you 
toward our mutal goal of establishing a national commission. 

Thank you very much. 

Senator Durenbergi!:r. Thank you very much. I have just one 
question. You were in the Texas legislature, weren't you? 

Represenative Leland. That is correct, Mr. Chairman. 

Senator Durenberger. Somewhere right near the end of your 
testimony you were saying one of the reasons we have a commis- 
sion is to tie together Federal, State, local, and private efforts. I 
think that is where I come down, too. 

I read Dr. Mason's testimony, which we are going to hear short- 
ly, I think the administration s statement is that we don't need i 
commission and then it goes on to outline all the things that we 
ought to be doing. 

There is a reason why I am here today, not as chairman of the 
Health Subcommittee of Finance, where we deal with Medicare, 
Medicaid, and MCH and a lot of these other things, but as chair- 
man of the Intergovernmental Relations Subcommittee. One reason 
is to make sure that Lawton gets here as an official member of the 
committee, because he is not on Finance. [Laughter.] 

But the other one is because it strikes me that the most impor- 
tant function of a commission is not to deal with so much what we 
ought to do by way of specific health delivery, and health care sys- 
tems, but how all of us actors who are in charge of these multibil- 
lion dollar resources can be better used to make sure that we don't 
have the problem of infant mortality and morbidity that a much 
lesser developed nation might have to experience because it doesn't 
have those kinds of resourcto. 

You have Medicaid jurisdiction over in the Environment and 
Health Subcommittee of the Energy and Commerce Committee. 
Tell us a couple of the things that are sort of going wrong in this 
intergovernmental system right now that aren't getting this combi- 
nation of the Federal commitment, the State commitment, ana the 
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local commitment out there in terms of service dollars, particularly 
to the indigent. 

Representative Leland. Having served both in the legislature 
and then arriving in Congress, I found it necessary to do something 
about infant mortality in the State of Texas. More than anything 
else, Mr. Chairman, we found in 1979, maybe 1980, after we had 
established an infant mortality task force in the State of Texas 
under my leadership, one of the gravest problems that we found 
was that there was no real communication on the issue of infant 
mortality between and among city and county officials, and county 
and State officials on the issue. 

Then we found, too, that there was no real data bank available 
for the State/intra-State agencies to draw on or to show real statis- 
tics to inform local and State officials as to where the problem was 
in the gravest sense or where the least of the problem was. 

We found, too, after having my chairman, Henry Waxman go 
down to Houston for hearing on infant mortality, that there was no 
real coordination between the Federal Government and State gov- 
ernment and local governments on the issue of infant mortality. 

So the probleni that we have just laid out of intergovernmental 
relations and information, providing a data base establishment is a 
real problem, more than anything else. 

The task force was bound and determined, through a covenant, 
that we were not going to try to reinvent the wheel or to produce 
another study that would just sit on the shelf. But rather, what we 
would k\o would be to take all the available information, correlate 
it, and boil it down to the facts that were necessary in order for us 
to solve the problem. The commission can accomplish this on a na- 
tional level. 

Senator Chiles. I think this point is so important, because it is 
interesting. In going around my State and seeing who was doing 
something right and where it was working, the most effective serv- 
ices are where there were sort of layered services in which you had 
WIC playing a part and the improved pregnancy outcome program 
playing a part, and some of the charitable situations playing a 
part, in which there was a county effort in the county health serv- 
ices, in which there were these layered services, and the people 
would be picked up in one of those layered services. 

We had Senator John Traeger from your State testify at our 
hearings in Miami, and he talked about how he, sort of an old con- 
servative reactionary fellow, had to sort of get educated a little 
himself with this problem and then use that education that he got 
to go convince other people. 

One of the problems again, that I see in my State, Mr. Chairman, 
is this is cost effective. We know that. We know that for every 
dollar we spend in preventive care, especially at the front end of 
these services, in giving the screening to these mothers, it saves up 
better than $3, probably up to $10 when we have these infants in 
neonatal intensive care. And yet county commissions will not fund 
the services adequately in these things, because they haven't been 
convinced. 

Senator Durenberger. I see this national commission as being 
able to mobilize this information and support and to help focus on 
this problem. We don't need to study it. We know our principal of- 
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fender is the low birth weight. How do we deal with it? How do we 
build the army of support to do that? You really reinforced my 
thinking on this. 

What you have seen in Texas is what we need to do nationally, 
and I don't think we are talking about a tremendous role of Feder- 
al dollars. But we need to see that there are these layers of serv- 
ices. We need to see that women can get these services no matter 
where they are, and I think we need to generate the kind of sup- 
port that brings in these county and local governments and the 
state governments for them to see it is cost effective for them. It 
make^ sense for them to get in and do it. 

Representative Leland. Precisely. Under our current fiscal con- 
straints, I refer back to the opening statement made by the chair- 
man about how we need to reorder our priorities within the area of 
spending our health dollars. I think that this is an area that needs 
to be targeted. With this commission, I think that we can prove 
that infant mortality is, indeed, an area where we really ought to 
refocus and reorder our priorities. 

Senator Durenberger. I think that is the frustration of the 
chairman of the Budget Committee, or the ranking member of the 
Budget Committee. I hope he stays that way for awhile. [Laughter.] 

Representative Leland. What kind of Freudian slip is that? 

Senator Durenberger. It is two to one here, right? 

But the frustration in dealing in this area is that in the budget- 
ary sense, first we are facing the great, big deficit. Nobody wants to 
spend any more money to do an)rthing right, and in prevention, 
you have got to spend a few dollars in order to make a lot of dol- 
lars, but you don't get any credit for a lot of dollars that you save 
in the budget process. You know, you get knocked because you are 
going to spend an extra $100 million here, or in Medicaid, and it 
shows up as a cost figure of some kind. 

But nobody is able to credit us 

Senator Chiles. Right. 

Senator Durenberger [continuing]. For the larger dollar savings 
that comes from that.. That gets to be the frustration of having to 
live with a huge deficit and the rest of those problems that you 
can't get to do anything about. 

Representative Leland. Mr. Chairman, if I may, I would like to 
make one final note, and that is that I understand that the admin- 
istration does oppose the creation of this commission. I would hope 
that the administration would soften its opposition here, because I 
think that we in the Congress want to work in partnership with 
the Federal agency, HHS, in order to resolve this very critical prob- 
lem, and I think that in the long term it would prove to be just 
what you have said, cost efffective as well as saving a lot of lives in 
the future. 

Senator Durenberger. Thank you. 

Lawton, do you have any questions? 

Senator Chiles. We are just delighted to have your testimony 
today and your experieixe in this already in Texas. Texas has 
taken a leadership role has already seen some results. 

That, again, is a coordinated effort between the Federal, the 
State, and the local people, and it is an educational effort. I think 
that is much of what we are about here today. In this early care 
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that we must give to these pregnant women, so much of that is just 
pure education, just trying to get them to see and understand the 
kind of steps that they need to take so thai they won't have a low- 
birth-weight baby. 

We find that so critically important, and we are just delighted to 
have your sponsorship in the House. 

Mr. Leland. Thank you very much. I look forward to working 
with both of you. 

Senator Durenberger. Thank you very much. 

Senator Chiles. I have a statement from Congressman Charlie 
Rose that I wculd like accepted for the record. 

Senator Durenberger. It will be made part of the hearing 
record.* 

Out next witness is Dr. James 0. Mason, Acting Assistant Secre- 
tary of Health, U.S. Department of Health and Human Services, 
accompanied by Dr. Hutchins, the Health Resources and Services 
Administration of the division of maternal and child health; Dr. 
Berendes of the National Institute of Child Health f nd Human De- 
velopment; Dr. Joel Kleinman of the National Center for Health 
Statistics, and Dr. Jim Marks of the Centers for Disease Control. 

Gentlemen, we welccTie all of you, and we are wry grateful for 
all of you being here. I know Jim cr*^ handle this all on his own, 
but this variety is going to add to the spice of our morning, I am 
Purr, and I think on behalf of both of us, we really appreciate it. I 
have tried to reflect in my opening statements that I appreciate 
the kind of commitment that the Secrt^'^ has made to this issue. 
She may not have made it, for one reason or another, to a commis- 
sion, but she certainly has her heart in the right place as far as 
her commitment and that of the Department to the issues of infant 
mortality and morbidity. 

We are just here to maybe argue that we can do a little better 
with another technique that the Senator from Florida has suggest- 
ed to us, and we can broaden all of our understandings of the 
issues we care a lot about. 

We will make your statement. Dr. Mason, and any other \vritten 
comments a part of the record of this hearing, an( you may pro- 
ceed new to abbreviate in whatever way you deem appropriate. 

TESTIMONY OF JAMES 0. MASON, M.D., ACTING ASSISTANT SEC- 
RETARY FOR HEALTH, U.S. DEPARTMENT OF HE^ "^H A^JD 
HUMAN SERVICES, ACCOMPANIED BY VINCE HUTChtNS, M.D., 
DIV.^^ION OF MATERNAL AND CHILD HEALTH, HEALTH RE- 
SOURCES AND SERVICES A. IINIS'^RATION: HEINZ BERENDES, 
M.D., NATIONAL INSTITUTE OF CHILD HEALTH AND HUMAN DE- 
VELOPMENT, NATIONAL INSTITUTES OF HEALTH; JOEL KLEIN- 
MAN, PH.D., NATIONAL CENTER FOR HEALTH STATISTICS, AND 
JAMES MARKS, M.D., CENTERS FOR DISEASL jONTROL 

Dr. Mason. Thank you very much, Mr. Chairman. I am delighted 
to be here and to be accompanied by the gentlemen you have al- 
ready introduced 
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I don't think we have a great deal to argue about. Most of the 
things that have been discussed prior to my testimony we agree to, 
and when %/e really come down to the matter, it is whether we 
need a commission or not and how to proceed rather than whether 
there is an unacceptable situation staring us in the face. 

My testimony today will briefly outline the major trends in 
infant mortality and related statistics in the United States, why 
such trends are occurring and the activities the Department of 
Health and Human Services is taking in these areas. 

Some of the challenges I will be highlighting have been with us 
for some time, and others are of more recent origin. Thiese issues 
have already been carefully examined numerous times by many in- 
vestigators, task forces and prominent organizations, as well as by 
the Department. 

Undertaking yet another commission to study the prevention of 
infant mortality as proposed by S. 1209 seems, in the light of what 
has already happended, to be of little value. Therefore, the admin- 
istration opposes this legislation, because we fell the proposed legis- 
lation is unnecessary. We need to be about the task of acting upon 
what we knov/ and seeking new knowledge to fill the gaps in our 
understanding in order to achieve further progress that we all 
desire. 

We don't want things to stop ..t the State, and local level while 
they await a commission at the national level taking action. We 
need to decide at all levels. Federal, State and local, that current 
infant mortality is unacceptable and the gap between black and 
white infant mortality is unacceptable. We then need to proceed, 
without blaming the victim or without putting blame on any level 
of government. We need to get going using information already 
available. 

Senator Chiles. How the heck do we do that? 
Dr. Mason. There is plenty of information on exactly what we 
need to do. 

Senator Chiles. I don't disagree with that at all, but how* are we 
going to go about doing thai? You say we need to do this and we 
need to do that, and how do we go? How do we start acting? Are we 
acting now? 

Dr Mason. Yes, we are acting now, but we are not doing enough. 
We all agree with that. Congressman Leland who preceded me, told 
of experience in Texas. He outlined that when Texas decided that 
what was happening was unacceptable, then they began to do 
things at the State and local levels. It isn't until we get down to 
the local level with knowledge and planning that we are going to 
make progress in doing something about this problem. 

Senator Chiles. How do we trickle dov n to the local level? 
Doctor, you have said in tatements before that you think this is a 
problem of the State and local governments and that they ought to 
be solving the problem. 

Dr. Mason. I think ' is a probleoi for all of us, but we have seen 
in this Nation that w ^en the community decided that this problem 
is unacceptable and then when they organize themselves — and it 
has already been said — it isn't just a matter of resources. It is a 
matter of deciding that * hat is going on is unacceptable and then 
organizing to do something about the problem. 
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Senator Chiles. Have you decided it is unacceptable? 
Dr. Mason. Yes, we have. 

Senator Chiles. What have you been doing about it? What has 
your agency been doing about it, last year, the year before that? 
How much money, how many people, personnel, are we putting 
into this problem? 

I don't sense that kind of commitment. I haven't sensed it at all. 
That is one reason that I thought we needed something to organize 
it. 

Dr. Mason. Can I prof^eed with my testimony? 
Senator Chiles. Yes, sir. 

Dr. Mason. Since we, I think, all agree on the statistics, I will 
spend very little time on that. We have attached to our testimony 
charts on infant mortality, and we agree that the rate among black 
infants continues to be almost twice that of white infants. During 
the decade of the seventies, the average annual decline in the 
infant mortality rate was 4.5 percent. In contrast, provisional data 
from 1983 through the first 6 months of 1985 shows that the infant 
mortality rate declined by an average of less than 3 percent. 

So there has been slowing down. We recognize that factors influ- 
encing these statistics are very complex, and they include demo- 
graphic, medical, physical, environmental, educational, behavioral, 
attitudinal, and resources, and all of these need to be considered. 

At this point, we can say that the major improvement in infant 
mortality is attributable to advances in neonatal intensive care, 
and we believe that the recent trends may, in part, be the result of 
changes in the infant's age of death. Over the past decade, the 
neonatal mortality rate, that is infant deaths under 28 days, has 
declined faster than the post-neonatal mortality rate. Regionaliza- 
tion of perinatal services, the technology of newborn intensive care 
units, and more accessible prenatal care have mtributed to the 
improved rates. 

Fxiial data for 1983 indicate that the neonatal rate continues to 
show a substantial decline. However, the postneonatal rate in- 
creased to 3.9 from a rate of 3.8 in 1982. 

Senator Chiles. Is that basically saying that, with our technv^logi- 
cal advances or technology, we can keep them alive that first 28 
days better, but then we lose them after that? 

Dr. Mason. Well yes. That is what we can conclude. We are get- 
ting to the point of maximum achievement in terms of technology 
doing the job. We have long recognized the relationship between 
infant mortality and low birthweight. That has been commented 
about earlier. More than two-thirds of deaths in the neonatal 
period occur among low-birth-weight infants. 

The link between birth weight and death in the postneonatal 
poriod is less pronounced but still substantial. Low-birth-weight ir 
fants are several times more likely than normal-birth-weight in- 
fants to die later in the first year and more than 20 percent of post- 
neonatal deaths occur to low-birth-weight infants. The varyin{; 
rates of low-birth-weight groups among subgroups are a major con- 
tributor to the difference in infant mortality found, particularly 
among blacks. 

In 1983, 6.8 percent of births in the United States re low birth 
weight. This represents only a 14-percent decline si. 1970. There 
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has been no change in the low-birth-weight rate since 1980. Again, 
blacks are more taan twice as likely as whites to deliver a low- 
birth-weight infant. 

Even when several factors such as age, marital status, month 
prenatal care began and educational level are controlled simulta- 
neously, black women continue to be twice as likely as white 
women to have low-birth-weight infants. 

There is little qviestion about the value of quality preratal care 
and its contribution to the health of pregnant women and prevent- 
ing or reducing the comf lications of pregnancy and labor. 

We need to better ur^derstand the content and components of 
prenatal care that zic most important and effective. For example, 
while research is clearly established 

Senator Chiles. Doctor, you skipped a part there where you say 
in your statement, " — the effectiveness of prenatal care for improv- 
ing feta^ health and ^educing low birth weight is unclear." 

Is there some reason you sk'-^ped that? 

Dr. Mason. I am trying to i. ike my testimony more concise for 
time. 

Senator Chij^. I just wonder how that line got in your state- 
ment to start with. I was hoping you had struck it. It is pretty 
clear, is it not, that prenatal care has a lot to do with improving 
low birth weight? 

Dr. Mason. You are absolutely right. We are talking about the 
components, what ve need to build into quality prenatal care. That 
is what is unclear, not the value of prent^tal care. So I don't think 
we disagree there at all. What can we do to prenatal care to make 
a difference? We are interested in the outcome, and that is where 
we see the lack of clarity. 

For example, while researchers clearly esi^iolished smoking to be 
the most important known risk factor for low birth weighs, we 
have, at present, limited knowledge to affect smoking beoavior, es- 
pecially among those at highest risk for low birth weight. This is 
also true for beh,. vior relating to alcohol, to drugs, to teenage preg- 
nancy and unwanted pregnancy. All '^f those are compiex.jies tha*. 
we need to effectively deal with if c ;r prenatal care is cjoing to 
have an effect upon outcome. 

Nevertheless, if we arc to *ed in preventing untoward ou.*"- 
comes, an> intervention mus* m the prenatal prriod. Yet in 

1983, only 76 percent of all v JViug a live birth entered pi 

natal care in the firsi trimet rihermore, only 6? percent of 

black mothers began care in v . rst trimester, compared to 79 
percent of white mothers. 

Effective methods to optin ize women's utilization of the health 
care system such as seeking prenatal care early or adhering to the 
scheduled prenatal care visiu are needed, and we need to help 
women comply with the kind of instructions and information they 
are going to get during those prenatal care visits. 

Now, in the remainder of my time, I w^M briefly outline some of 
the activities that are under way withi* ..e Health and Human 
Services Department. 

First of all, i-he Secretary established a black and minority 
health task force in 1984, which included a Subcommittee on 
Infant Mortality. The task force provided recommendations on Fed- 
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eral service and research programs in order to narrow health dif- 
ferences between minorities and whites and suggested ways in 
which the pubUc and private sectors could cooperate to bring about 
improvements in the health status of minorities. The Secretary has 
established a new office under my direction to help implement the 
recommendations in the report. 

Second, a PHS low-birth-weight prevention work group was es- 
tabhshed early in 1984. This group is connprised of representatives 
of HHS agencies and it is chaired by the Director of the Division of 
Maternal and Child Health and cochaired by the Director of the 
National Irstitute of Child Health and Human Development. This 
group has broad responsibility for providing scientific analysis and 
coordinating infant mortality and low-birth-weight prevention ac- 
tivities. 

The Public Health Service administers programs relating to ma- 
ternal and child health, and I won't go into the facet of the block 
grants, the community health centers, migrant health projects, and 
the Indian Health Service and its activities to lower the problem. 
The National Health Service Corps has been placing substantial 
numbers of obstetricians and pediatricians to provide direct serv- 
ices in underserved at-risk areas. 

In addition to these PHS Bfforts, other programs, such as Medic- 
aid, devote substantial resources to improving infant health. With 
regard to research, the National Institute of Child Health and 
Human Development has implemented special research initiatives 
focused on the prevention of low birth weight and its etiology. The 
Division of Maternal and Child Health is supporting studies relat- 
ing to utilization of prenatal care involving Medicaid, Medicare, 
and other systems that are used to help pay for these services. 

Data efforts are underway. The National Center for Health Sta- 
tistics is now studying the logistic and methodological problems in- 
volved m creating a national system which links infant death and 
birth records. Such a system is crucial to our ability to effectively 
monitor trends and identify high-ripk populations. I won't go to 
other data efforts in terms of time. 

In the role of encouraging expanded public and professional com- 
munication, we have activities such as the Healthy Mothers and 
the Healthy Babies Coalition. Each PHS regional office sponsored 
infant mortality conferences during 1984 and 1985, tailored to the 
problems and needs of each region. Many State action plans were 
developed as part of these recent meetings. 

To this substantial list of activities, I would like to add the provi- 
sion of technical assistance and consultation to State and local 
health agencies which is going on. We are assigning epidemiolo- 
gists to States to beel up the epidemiologic capacity of State, mater- 
nal, and child health programs. 

Finally, the Public Health Service is assembling teams of health 
professionals, referred to as infant mortality review teams, to pro- 
vide, upon request, expert assistance to States in reviewing infant 
mortality and morbidity data. 

Senator Chiles. How many of those teams have we got. Doctor? 

Dr. Mason, x have to ask Dr. Hutchins. 

Dr. Hutchins. There have been three visits made. 

Senator Chiles. Three visits? How many teams are there? 
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Dr. HUTCHINS. We put the team together for each State that re- 
quests a visit, so the teams are made up of people from the Public 
Health Service as well as consultants from outside the Govern- 
ment. And the three that we have done so far have not had the 
same composition. 

Dr. Mason. We can provide that consultation to all 50 States, if 
those requests come in. 

Senator Durenberger. Simultaneously? 

Dr. Mason. Not simultaneously. 

Senator Durenberger. That is probably his question. 

Senator Chiles. Three in what period of time? 

Dr. Hutchins. Since midsummer of this year. 

Dr. Mason. But we have responded to all those requests that we 
have received, is that not true? 

[Dr. Hutchins nodded affirmatively.] 

Dr. Mason. There are not easy answers to reducing infant mor- 
tality and preventing low birth weight. These are national, State, 
and community problems, requiring efforts of all segments of our 
society for a solution. 

Over the years, numerous efforts by both the public and private 
sectors have been direc ted toward the resolution of maternal and 
infant health problem?,. That is why we are delighted to be here 
today to share our ideas and direct our energies to assure healthy 
pregnancies and improve our children's chances for a healthy birth 
and a healthy life. 

Thank you, Mr. Chairman. 

Senator Durenberger. Thank you very much. I will let Lawton 
get to his questions, the ones that ha may have left. [Laughter.] 

I have been sitting here trying to figure you out. If the President 
were here, I have already figured him out. [Laughter.] 

I know how I would ask my questions. I would say from my pre- 
vious experience with the Public Health Service and with several 
of you individuals, that you really mean what you say. I mean, you 
are doing your best. You keep finding better ways to do things, and 
you try to get the things done that need to get done. 

So it strikes me as somehow a little unfair, to jump too hard on 
you because you are the one that has to make the statement tiiat 
we don't need a commission. 

And yet, you seem to have handled some of Lawton's little inter- 
ruptions pretty well. I wonder if maybe you don't really believe 
that we don't need to mobilize this country, not just the Public 
Health Service, not just HHS, not just the infant mortality review 
teanis but the whole country to deal with this problem. 

Because the reality is, you are absolutely right: Technology in 
this countrv, in which we have poured billions of dollars, is bring- 
ing 1 pound people into this world. 

So this great technology and all these billions of dollars have pre- 
sented us with a unique problem in the history of society. It strikes 
me that if everybody in the country understood the nature of the 
problem and some of the contributing factors, that you could more 
easily get people ginned up to do something about it. 

If I understand something about what the Senator is contemplat- 
ing with a national commission, it is really to get the majority of 
the people in this country to care about 42,000 situations a year, 
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which is almost an unobservable statistic, in this country of 232 
million people. 

So yes, you can keep going after the 42,000 and you can keep 
sending your teams out. 

Why do you personally feel that we shouldn't do something more 

'^ble to focus the people of this country on the fact that they 
h.% 3 to devote some resources to helping us solve this problem of 
mortality and morbidity? 

Dr. Mason. Can I respond to that? 

Senator Durenberger. Yes, of course. It was a question, it 
wasn't a statement. [Laughter.] 

Dr. Mason. I agree totally that we need to do something, but 
often, a national commission is an easy solution. Everyone sits 
back and says, "Now we have created a national commission, and 
we don't need to worry about U down in community X, Y or Z." 

Senator Durenberger. You wouldn't do that. You wouldn't lie 
back, would you? Would you go to sleep for 12 months while this 
commission operated? 

Dr. Mason. Well, that is one of the fears with the Secretary's 
Black and Minority Task Force, and with working out a lot of 
things that we have goin^, the working at the local level. I don't 
want anyone to lie back and say, "Well, let's wait and see " 

Senator Chiles. Doctor, do I impress you as somebooy that is 
looking for an easy solution and looking for this commission to be 
an easy solution? 

Dr. Mason. I am just answering that we need to be careful. 

Senator Durenberger. That is one of your objections. 

Dr. Mason. We have a lot of governments. 

Senator Durenberger. That people will lie back. What else other 
than that? 

Dr. Mason. We ^ ave a lot going for us. Where this problem is 
going to be engaged is not just at the Federal level. I agree that the 
Federal Government has significant, a highly significant role. 

But what is needed is getting the States, getting the communi- 
ties, getting the cities, getting the counties to say what is going on 
is unacceptable. 

Senator Durenberger. That is right. 

Senator Chiles. Absolutely. 

Senator Durenberger. And I went to Detroit — and I use Detroit 
as an example — a couple of months ago, and we have got some 
people from Michigan here. I met with the hospital administrators. 
They told me about the $100 million-plus of uncompensated care in 
the hospitals, and they are scared to death because we are using 
competition and consumer choice to get competition in the hospital. 

The administrator of hospitals in Detroit said, "Senator, do yor 
know what the largest killer of children was in America last 
year?" 

I said. "No, what is it?" 

He said, "Poverty. Ten thousand kids died of poverty," he saia. 

Now, I am the only one that knows that. Now a few more people 
do, but the country doesn't understand it that way. They think it is 
something' else. It is a black, or a Southern problem. 



ERLC 



143 



117 



a SnM}®r^^f ^^^^ ^[y'^^^ is poverty. Maybe it is only 

y^O that died of poverty. Maybe you could argue that it isn't pov- 
erty, it is something else. 

But if you say it is lack of education, I wonder if that doesn't 
have something to do with poverty. If you say it is hunger, the lack 
ot nutrition, I wonder if that doesn't have something to do with 
poverty. 

I could say it is environmental, around the mother, and I wonder 
It a lot ot that doesn t lave something to do with poverty. Then I 
would say, in an intergovernmental sense, why is it that in certain 
parts of the country, why is it that in urban areas, why is it that in 
certain populations we see this problem presented in much greater 
detail than in other populations? 

It seexiis to me to come back to poverty. Whenever it comes back 
to poverty, I wonder if you are the right person to represent the 
administration. Maybe it is because you care about all these kids 
Maybe it ought to be somebody that doesn't care about poverty in 
this country. Maybe it is somebody who believes people oucht to 
vote mth their feet, and, "If you don't like it here, go someplace 

Maybe you are not the right person to -.peak for the administra- 
tion; maybe it is somebody who can to] rate using deficits to cut 
the legs out from under State and local government efforts to do 
something about this. 

"lon't you think poverty has quite a bit to do with prenatal care 
and the lack of prenatal care? 

Dr. Mason. I mentioned in my testimony that this is a very com- 
plex issue. It does not depend just on availability of prenatal or ter- 
tiary care. It depends upon all of the items that you talked about. 
We couldn t be in better agreement. 

Senator Durenberger. Lawton? 

Senator Chiles. Thank you, Mr. Chairman. Again, let me say 
that perhaps I am railing out at you. Doctor, and you might not be 
the person I should be railing at. I don't know who you had to clear 
your statement with or what you had to do on that versus your 
personal concern. The concern of your team for trying to provide 
good ca e may be something that is very strong. 

But I will have to say from my education, which is late to this 
tield of understanding, I am ashamed of our country. I am ashamed 
ot a country that has the resources and is blessed with all of God's 
gilts that this country has a record so abysmal in this area. 

I am impatient to see that we do something about it, and by 
gosh, I am going to see with other people that are concerned about 
this, too, that we do do something about it. I can't stand it when I 
hear someone say, "This is a very complicated problem; it is going 
to take a long time to get to the bottom of it, "when we know that 
we don t need to study low birthweight. 

We know what the principal offender is, and we know, with 
giving some kind of education and a little nutritional help, we can 
do so much about low birthweight. When I go to Liberty City and I 
see the death rate in that city among blacks in that portion of 
Miami IS one of the highest that we have in the State, it is double, 
more than double what the State average is. And yet we have got 
one lady there that set up a program, and she has reduced it to two 
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per 1,000 in her program, and she has very few bucks to do it. But 
she is educating those young black girls. She is telling them what 
they need to eat. She is telling them that they shouldn't smoke, 
that they shouldn't drink. She is giving them a screening process. 
Aiid so she has gone from more than double the national average 
in the rest of the city down to two. 

It is a cost-effective program. It works. It can be done, and the 
question is, how in the world do we get that coordinated across the 
country? I think the National Government has got to play a role in 
that. I don't think we can stick our heads in the sand and say, 
"That a State and local problem." 

Dr. Mason. I agree with you, totally. I think what we are dis- 
agreeing about is the process, not the outcome. When someone be- 
comes concerned at the local level and gets things organized, things 
really happen. You are absolutely right. 

Senator Chiles. But you say in your statement, "We need to be 
about the task of acting on what we know." 

Doctor, I don't think we are about that task. I don't think any- 
body is in charge or anybody is about that task. 

Tell me, is there a coordinated plan now to get this information 
out, to bring together the State and local governments, to convince 
those people that this is cost effective as well as humane; that it 
makes sense for us as a country; that we don't want to create this 
morbidity problem out there where we have to care for these chil- 
dren that survive. We have the machines that we can put them on 
for the first 28 days, but then we care for those, take care of those 
children and r it them in the welfare system and the other systems 
and pay for them the rest of their lives. 

This makes sense. I can sell it to the rankest conservative or the 
bleeding heart liberal, because it makes sense for both sides. But 
there is no attack plan. 

Dr. Mason. There is within the Public Health System a coordi- 
nated attack plan, and I agree with 

Senator Chiles. What the hell good does it do within the Public 
Health System if it isn't out there in the world? 

Dr. Mason. What I am saying, we are delivering it out there. We 
cannot act as comprehensively as Senator Durenberger has said, 
because we are only one department of the Federal Government, I 
agree that poverty certainly is more far reaching than health 
alone. 

But from a standpoint of Public Health Service outreach, I think 
all of the activities that we are undertaking— such as meeting with 
State 1 ealth officers and local health officers — show that that part 
of the plan is well in place. 

Senator Chiles. Doctor, it is county commissioners that are hold- 
ing up the funds. It is State senators who think that they should 
not be spending the money that are holding up the funds. It is city 
leaders who don't want to see their elected officials putting out 
some more money there if they think it is going to be wasted. 

Are we getting to those people? You are dealing through your 
bureaucracy, through your health officials, and we don't see the 
charts charging that much. Do we see the numbers? Are we going 
to meet the Surgeon General's goal of 9 deaths per 1,000 by 1990. 
Do you think that, truly believe that? 
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Dr. r^ASON. We project about 9.2 deaths per 1,000 so no, we 
won't reach the 1990 goal. We are going to be a little above that. 

Senator Chiles. I am glad you at least felt we weren't going to 
reach the nine, because I don't think there is any way we are going 
to reach the 9 per 1,000. 

Dr. Mason. The goal for minorities is 12.5 deaths per 1,000 and 
we are not going to reach it. 

Senator Chiles. And it should be, because we see the figures, as 1 
stated in my statement, are actually going the other way since 
1950, and we see these charts up here. That is something, again, as 
a nation that we have got to be tremendously concerned about, the 
red line showing our black infant mortality, and we see that was 
coming down. But now we are beginning to see the leveling on that 
chart. 

So we are not making progress, and as you said in your state- 
ment, the prepress that we are making was more in our medical 
technology than in the other things that we have to do something 
about, low birthweight. We have not made the kind of progress in 
low birthweight that we have made by being able to have the ma- 
chines and being able to keep the infants alive longer through tech- 
nology. 

Senator Durenberger. Is there a reason why you are going to 
fall substantially short of the Surgeon General's goal with regard 
to black mothers than the other average? 

Dr. Mason. I think you have outlined the reasons. It is all of 
those issues that surround poverty. We see the effect today of to- 
bacco afTecting women more than it ever has before— aspects of al- 
cohol, drugs, unwanted pregnancy, teenage pregnancy— a whole 
series of complex social issues. 

Senator CniLi:^. Fart of that, I think, can be shown on this low 
birthweight chart, Mi. Chairman. If you look at that, you will see 
that the chart for blacks literally is not going down at all on low 
birthweight. That is two-thirds of our problem or more, is the low 
birthweight infants. 

Dr. Mason. I want to say that concerning these statistics, we are 
in total agreement. The Nation needs to know that we are not dis- 
agreeing over which way this is going and how it ought to go. 

Senator Chiles. We are not arguing over the numbers, Mr. 
Chairman. 

Senator Durenberger. No, we are not arguing over the num- 
bers. 

Senator Chiles. Mr. Chairman, I know we have got a lot of other 
witnesses. I thank the panel for coming. I would have to say that 
this sort of statement here reminds me a little of the street poem 
that goes like this: 

"The home team was in quite a bind. 

"It was the fourth quarter, and they were still behind. 

"But a chant came from the crowd and it was persistent, ard it 
was loud. 'Give the ball to Calhoun, give the ball to Cal- 
houn.' 

But a hush over the c.owd did fall when the quarterback shouted 
back, 'Calhoun say he don't want the ball.' " [Laughter.] 
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Senator Durenberger. Are you going to give Howell Heflin 
credit for that? [Laughter.] 

Are you going to take credit for that yourself? 

Dr. Mason. Senator, we want ^art of the ball. We want the 
health part of it. 

Senator Durenberger. For the record, Doctor, and for all of you, 
there is a series of questions that, as Lawton said, for sake of time 
we could not ask. 

Senator Chiles. I have some, Mr. Chairman. 

Senator Durenberger. Senator Chiles has some, and I will have 
some. They will deal with things we haven't done as a Federal Gov- 
ernment that you, I think, would urge us to do, and we haven't 
done them because, "we don't have the money" at the Federal 
level. 

I had the experience with regard to the so-called tobacco tax of 
suggesting what Lawton was getting at with what he said about 
county commissioners and city councils in places like Miami who 
are burdened with revenue squeeze and illegal immigrants and are 
having to decide between 100,000 people over here and 1,000 over 
there, and then are deciding in favor of the 100,000. 

But I had the experience of suggesting that if we are going to 
raise the tobacco tax, we take 8 cents of it and add it, in effect, to 
the maternal child health block grant and related program groups. 
We then could send it back to the State and local governments. 

To that extent, could I get any help from the administration? Of 
course not. Of course not. I couldn't get any help. Did I get any 
help on modifying Medicaid so that those county commissioners 
who had to spend this Medicaid money could spend some money on 
smoking prevention for mothers without having to spend money on 
education for Medicaid recipients? Did I get some help from the ad- 
ministration saying, "Right on. Senator, do it"? Hell, no, because it 
cost $40 million to do it. 

So they said, "You can't do that, then." 

I nave a list of questions that I can only send you because you 
are the guy that showed up here. So I would like all five of you to 
put your heads together and try to respond, without— and I don't 
know whether you have to clear answers to questions with 0MB or 
somebody else. Isn't it like if you were here, you don't have Jim 
Miller or somebody else to clear this s^uff with. [Laughter.] 

So if we could do the questions and answers without having to 
clear them with somebody else, I think it would make for a more 
complete record. I don't Khovv whether it helps Lawton and his pro- 
posal to go along this line, but those are the kind of questions for 
the records of the Intergovernmental Relations Subcommittee that 
I need to have. 

Thank you all very inuch for being here. I appreciate it a great 
deal. 

Dr. Mason. Thank you for inviting us. 

[Dr. Mason's prepared statement, with attachments, and re- 
sponses to written questions from Senators Durenberger and Chile? 
follow:] 
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PREPARED STATEMENT OF JAMES 0. MASON, M.D. 
MR. CHAIRMAN AND MEMBERS OF THE COMMITTEE, 

I AM HERE TODAY TO DISCUSS AN i::SUE OF GREAT CONCERN TO OUR 
NATION — INFANT MORTALITY, I AM ACCOMPANIED BY DR, VINCE 
HUTCHINS OF THE DIVISION OF MATERNAL AND CHILD HEALTH, HEALTH 
RESOURCES AND SERVICES ADMINISTRATION; DR, HEINZ BERENDES OF 
THE NATIONAL INSTITUTE OF CHILD HEALTH \ND HUMAN DEVELOPMENT, 
NATIONAL INSTITUTES OF HEALTH; DR, JOEL KT»^'NMAN OF THE 
NATIONAL CENTER FOR HEALTH STATISTICS; AND DR, JAMES MARKS OF 
THE CENTERS FOR DISEASE CONTROL. 

MY TESTIMONY TODAY WILL OUTLINE THE MAJOR TRENDS IN INFANT 
MORTALITY AND RELATED STATISTICS IN THE U.S., THE FACTORS 
AFFECTING SUCH TRENDS, AND THE ACTIVITIES OF '^'hE DEPARTMENT OF 
HEALTH AND H^JMAN SERVICES IN THESE AREAS. SOME OF THE 
CHALLENGES I WILL BE HIGHLIGHTING HAVE BEEN WITH US FOR SOME 
TIME AND OTHERS ARE OF MORE RECENT ORIGIN. THESE ISSUES HAVE 
BEEN CAREFULLY EXAMINED NUMEROUS TIMES BY MANY INVESTIGATORS, 
TASK FORCES, AND PROMINENT ORGANIZATIONS AS WET^L AS BY THE 
DEPARTMENT. UNDERTAKING YET ANOTHER COMMISSION TO STUDY THE 
PREVENTION OF INFANT MORTALITY AS PROPOSED BY S. 1209 SEEMS OF 
LITTLE VALUE. THEREFORE, THE ADMINISTRATION OPPOSES THIS 
LEGISLATION BECAUSE THE PROPOSED COMMISSION IS UNNECESSARY. WE 
NEED TO BE ABOUT THE TASK OF ACTING UPON WHAT WE KNOW AND 
SEEKING NEW KNOWLEDGE TO FILL THE GAPS IN OUR UNDERSTANDING IN 
ORDER TO ACHIEVE FURTHER PROGRESS. 
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KATIONAL TRENDS IN INFANT MORTALITY 

THERE ARE 52 MILLION V'OMEN OF REPRODUCTIVE AGE IN THIS COUNTRY 
AND 3.6 MILLION BIRTHS. THE PROVISIONAL INFANT MORTALITY RATE 
FOR 1984 IS 10.6 DEATHS PER 1,000 LIVE BIRTHS, THE LOWEST RATE 
YET RECORDED. 

WHILE WE CAN BE PROUD OF THIS ACHIEVEMENT, OUR WORK IS BY NO 
MEANS FINISHED. THERE REMAINS A DISPARITY BETWEEN BLACK AND 
WHITE INFANT SURVIVAL RATES, AND MOST RECENTLY, THE LATEST 
NATIONAL DATA INDICATE A SLOWDOWN IN THE RATE OF DECLINE OF 
INFANT MORTALITY. 

THE INFANT MORTALITY RATE AMONG BLACK INFANTS CONTINUES TO BE 
ALMOST TWICE THAT OF WHITE INFANTS. IN 1983, THE LATEST YEAR 
FOR WHICH RACE-SPECIFIC DATA ARE CURRENTLY AVAILABLE, THE 
NATIONAL INFANT MORTALITY RATE WAS li.2 DEATHS PER 1,000 LIVE 
BIRTHS. THE INFANT MORTALITY RATE FOR WHITE INFANTS WAS 9.7, 
WHILE IT WAS 19.2 FOR BLACK INFANTS. 

DURING THE DECADE OF THE SEVENTIES THE AVERAGE ANNUAL DECLINE 
IN THE INFANT MORTALITY RATE WAS 4.5 PERCENT. IN CONTRAST, 
PROVISIONAL DATA FROM 1983 THROUGH THE FIRST SIX MONTHS OF 1985 
SHOW THAT INFANT MORTALITY DECLINED BY AN AVERAGE OF LESS THAN 
THREE PERCENT. 
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WE RECOGNIZE THAT FACTORS AFFECTING INFANT MORTALITY ARE VERY 
COMPLEX. THESE FACTORS INCLUDE DEMOGRAPHIC, MEDICAL, PHYSICAL, 
ENVIRONMENTAL, EDUCATIONAL, BEHAVIORAL, ATTITUDINAL, AND 
RESOURCES. AT THIS POINT, WE CAN SAY THAT THE MAJOR 
IMPROVEMENT IN INFANT MORTALITY IS ATTRIBUTABLE TC \DVANCES IN 
NEONATAL INTENSIVE CARE AND WE BELIEVE THAT THE REC£::T TRENDS 
MAY, IN PART, BE THE RESULT OF CHANGES IN THE INFANT'S AGE AT 
DEATH . 

OVER THE PAST DECADE, THE NF'^NATAL MORTALITY RATE (INFANT 
DEATHS UNDER 28 DAYS) HAS DECLINED FASTER THAN THE POSTNEONATAL 
MORTALITY RATE (THOSE INFANT DEATHS BETWEEN 28 DAYS AND 1 
YEAR). REGIONALIZATION OF PERINATAL SERVICES, THE TECHNOLOGY 
OF NEWBORN INTENSIVE CARE UNITS, AND MORE ACCESSIBLE PRENATAL 
CARE HAVE CONTRIBUTED TO THESE IMPROVED RATES. FINAL DATA FOR 
1983 INDICATE THAT THE NEONATAL RATE CONTINUES TO SHOW A 
SUBSVANTIAL DECLINE. HOWEVER THE POSTNEONATAL MORTALITY RATE 
INCREASED TO 3.9 FROM A RATE OF 3.8 IN 1982. THE FACTORS 
UNDERLYING THIS CHANGE ARE AlSO BEING INVESTIGATED. IT MAY BE 
THAT WITH IMPROVEMENTS IN SURVIVAL OF LOW BIRTH WEIGHT NEONATES 
THROUGH NEONATAL INTENSIVE CARE, A HIGHER PROPORTION OF THE LOW 
WEIGHT INFANTS SURVIVE THE NEONATAL PERIOD AND ARE AT INCREASED 
RISK OF DEATH IN THE POSTNEONATAL PERIOD. PRINCIPAL THREATS TO 
INFANT SURVIVAL IN THE POSTNEONATAL PERIOD ARE SUDDEN INFANT 
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DEATH SYNDROME (SIDS), CONGENITAL ANOMALIES, ACCl.^ENTS, AND 
INFECTIONS. THE LATTER TWO CAUSES '•'OULD SEEM THE MOST AMENABLE 
TO PREVENTIOJ;. 

NATIONAL TRENDS IN THE INCIDENCE OF LOW BIRTKWEIGHT (LBW) 

WE HAVE LONG RECOGNIZED THE RELATIONSHIP BETWEEN INFANT 
MORTALITY AND LOW BIRTH WEIGhx, THAT IS WEIGMIN'; LESS THAN 250O 
GRAMS. MORE THAN TWO- 'RDS OF DEAT; S IN VHE NEONATAL PERIOD 
OCCUR AMONG LBW INFANTS. THE LINK BETWEEN BIRTH WEIGHT AND 
DEATH IN THE P.STNEONATAL PERIOD IS LESS PRONO..NCED, BUT STILL 
SUBSTANTIAL. LOW BIRTH WEIGHT INFANTS ARE SEVERAL TIMES MOKE 
LIKELY THAN NORMAL BIRTH WEIGHT INFANTS TO DTE LATER IN THE 
FIRST YEAR AND MORE THAN 20 PERCENT OF PGSTNEONATAL DEATHS 
OCCUR TO LBW INFANTS. THE VARYING RATES OF LOW WEIGHT BIRTHS 
AMONG SUBGROUPS ARE A MAJOR CONTRIBUTOF TO THE DIFFERENCES IN 
INFANT MORTALITY FOUND PARTICULARLY AMONG BLACKS. 

IN 1983, 6.8 PERCENT OF BIRTHS IN THE U.S. WERE LBW. THIS 
REPRESENTS ONLY A 14 PFRCLis^ DECLINE SINCE 1970. THERE HAS 
BEEN NO CHANGE IN THE LBW RATE SINCE 1980. AGAIN. B .ACKS ARE 
MORE THAN TWICE AS LIKELY AS WHITES TO DELIVER A LP'w BIRTH 
WEIGHT INFANT (12.6 VERSUS 5.7 PERCENT RESPECTIVELY). EVEN 
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WHEN SEVERAL FACTORS SUCH AS AGE, MARITAL STATUS, MONTH 
PRE'^^^TAL CARr BFGAN, AND EDUCATIONAL LEVEL ARE CONTROLLED 
SIMULTANEOUSLY, BLACK WOMEN CONTINUE TO BE TWICE AS LIKELY AS 
WHITE WOMEN TO HAVE LOW BIRTH WEIGHT INFANTS. 

THERE IS LITTLE QUESTION PS TO THE VALUE OF QUALITY PRENATAL 
CARE IN CONTPIBUTINC TO THE HEALTH OF PREGNANT WOMEN AND 
PREVENTING OR REDUCING THE COMPLICATIONS OF PREGNANCY AND LABOR 
SUCH AS ECLAMPSIA, BUT THE EFFECTIVENESS OF PRENATAL CARE FOR 
IMPROVING FETAL HEALTH AND REDUCING LOW BIRTH WEIGHT IS 
UNCLEAR, WE NEED TO BETTER UNDERSTAND THE SYSTEM FOR EFFECTIVE 
DELIVERY AND THE COMPONENTS OF PRENATAL CARE THAT ARE MOST 
IMPORTANT AND EFFECTIVE, FOR EXAMPLE, WHILE RESEARCH HAS 
CLEARLY ESTABLISHED SMOKING TO BE THE MOST IMPORTANT KNOWN RISK 
FACTOR FOR LOW BIRTH WEIGHT, WE HAVE AT PRESENT LIMITED 
KNOWLEDGE TO AFFECT SMOKING BEHAVIOR ESPECIALLY AMONG THOSE AT 
HIGHEST RISK FOR LOW BIRTH WEIGHT, 
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NEVERTHELESS, IF WE ARE TO SUCCEED IN PREVENTING UNTOWARD 
OUTCOMES, ANY INTERVENTION MUST BEGIN IN THE PRENATAL PERIOD. 
YET, IN 1983, ONLY 76 PERCENT OF ALL WOMEN HAVING A LIVE BIRTH 
ENTERED PRENATAL CARE IN THE FIRST TRIMESTER. FURTHERMORE, 
ONLY 62 PERCENT OF BLACK MOTHERS BEGAN CARE IN THE FIRST 
TRIMESTER COMPARED TO 79 PERCENT OF WHITE MOTHERS. EFFECTIVE 
METHODS TO OPTIMIZE WOMEN'S UTILIZATION OF THE HEALTH CARE 
SYSTEM SUCH AS SEEKING PRENATAL CARE EARLY OR ADHERING TO THE 
SCHEDULED PRENATAL CARE VISITS ARE NEEDED. THERE ARE SEVERAL 
PROJECTS UNDERWAY INVESTIGATING THIS ISSUE. 

ACTIVITIES 

IN THE REMAINING MOMENTS, LET ME HIGHLIGHT SOME OF THE 
IMPORTANT DHH3 ACTIVITIES AND STRATEGIES DIRECTED TO IMPROVING 
REPRODUCTIVE OUTCOME AND INFANT HEALTH. 

O THE SECRETARY '^".TABLISHED A BLACK AND MINORITY HEALTH 
TASK FORCE IN 1984, WHICH INCLUDED A SUBCOMMITTEE ON 
INFAr^T MORTALITY. THE TASK FORCE PROVIDED 



RECOMMENDATIONS ON FEDERAL SERVICE AND RESEARCH 
PROGRAMS IN ORDER TO NARROW HEALTH DIFFERENCES BETWEEN 
MINORITIES AND WHITES AND SUGGESTED WAYS IN WHICH THE 
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PUBLIC AND PRIVATE SECTORS COULD COOPERATE -0 BRING 
ABOUT IMPROVEMENTS IN THE HEALTH STATUS OF 
MINORITIES. THE TASK FORCE REPORT WAS RELEASED 
OCTOBER 16TH. THr SECRETARY HAS ESTABLISHED A NEW 
OFFICE UNDER t DIRECTION TO HELP IMPLEMENT THE 
RECOMMENDATIONS IN THE REPORT. 

A PHS LOW BIRTH WEIGHT PREVENTION WORK GROUP WAS 
ESTABLISHED EARLY IN 1984. THIS GROUP IS COMPRISED OF 
REPRESENTATIVES OF HHS AGENCIES AND IS CHAIRED BY THE 
DIRECTOR, DIVISION OF MATERNAL AND CHILD HEALTH (DMCH) 
AND CO-CHAIRED BY THE DIRECTOR, NATIONAL INSTITUTE OF 
CHILD HEALTH AND HUMAN DEVELOPMENT (NICHD) . THIS 
GROUP HAS BROAD RESPONSIBILITY FOR PROVIDING 
SCIENTIFIC ANALYSIS AND COORDINATING INFANT MORTALITY 
AND LOW B .^TH WEIGHT PREVENTION ACTIVITIES. FOR 
EXAMPLE, THROUGH CAREFUL SURVEILLANCE AND CLOSE 
COLLABORATION AMONG THE INTERDISCIPLINARY EXPERTS ON 
THIS GROUP, EARLY SUGGESTIONS OF A CHANGE IN THE RATE 
OF REDUCTION OF THE INFANT MORTALITY RATE WERE 
RECOGNIZED AND THIS GROUP BEGAN TO CONSIDER AND 
IMPLEMENT SOME OF THE NEWER ACTIONS I WILL NOW 
DESCRIBE. 
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SERyiCE ACTIVITIES 

the phs administers service prog.-ims and the maternal and child 
health block grant. 

o through the mater.,«i. and child health (mch) block 

grant, each state receives bederal support to provide 
matern;l and child health services based upon the 
states' o^fi ne^ds and priorites . grants for special 
projects of regional and national significance 

(SPRANS) ARE i uSO FUNDED BY TITLE V IN ORDER TO 
TARGET GAPS IN THE SERVICE SYSTEM TO IMPROVE HEALTH 
STATUS OUTCOMES FOR MOTHERS AND CHILDREN. 

O COMMUNITY HEALTH CENTERS, MIGRANT HEALTH PROJECTS AND 
THE IND"^AN HEALTH SERVICE \LSO PROVIDE PRENATAL CARE 
TO SPECIAL POPULATIONS AND MEDICALLY UNDERSERVED 
PREGNANT WOMEN. 

O THE NATIONAL HEALTH SERVICE CORPS (NHSC) HAS BEEN 
PLACING SUBSTANTIAL NUMBERS OF OBSTETRICIANS AND 
PEDIATRICIANS TO PROVIDE DIRECT SERVICES IN 
UNDLPSERVED AT-RISK AREAS. 
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IN ADDITION TO THESE PHS EFFORTS, OTHER PROGRAMS SUCH AS 
MEDIC.MD DEVCPE SUBSTANTIAL RESOURCES TO IMPROVING INFANT 
HEAL. • 

RESEARCH AND DATA ACTIVITIES 

IN ADDITION, DHHS SUPPORTS RESEARCH AND DATA COLLECTION AND 
ANALYSIS ACTIVITIES. 

RESEARCH 

O THE NATIONAL INSTITUTE OF CHILD HEALTH AND HUMAN 

DEVELOPMENT (NICHD) HAS IMPLEMENTED A SPECIAL RESEARCH 
INITIATIVE FOCUSED ON THE PREVENTION OF LBW AND ITS 
ETIOLOGY. CURRENT ACTIVITIES INCLUDE: 



SUPPORTING A MLLTI-CENTER CLINICAL TRIAL TO 
ESTABLISH WHETHER ASYMPTOMATIC GENITOURINARY 
INFECTIONS INDUCE PREMATURE LABOR AND THE EFFECT 
OF ANTIBIOTIC TREATMENT ON THESE INFECTIONS IN 
PREVENTING PREMATURITY. 
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ORGANIZING NETWORKS OF 6-10 LEADImv, OBSTETRIC 
MATERNAL-FETAL MEDICIWE UNITS AND 6-10 NEONATAL 
INTENSIVE CARE UNITS THAT WILL BE ESTABLISHED TO 
FACILITATE CONDUCT OF CLINICAL TRIALS OF NEW 
THERAPIES THROUGH USE OF COMMON PROTOCOLS TO 
TRANSLATE RESEARCH RESULTS INTO CLINICAL 
INTERVENTION'*? IN SUCH AREAS AS PREVENTION AND 
MANAGEMENT OF PREMATURE RUPTURE OF FETAL 
MEMBRANES, MANAGEMENT OF PREMATURE LABOR, AND 
MANAGEMENT OF MULTIPLE PREGNANCIES. 



O THE DIVISION OF MATERNAL AND CHILD HEALTH (DMCH) IS 

SUPPORTING STUDIES RELATED TO UTILIZATION OF PRENATAL 
CARE, 



ONE TO DETERMINE WHETHER DIFFERING LEVELS 01 
MEDICAID/AFDC COVERAGE AFFECT UbE. 

ANOTHER TO DEVELOP SPECIFIC METHODOLOGIES TO 
INVESTIGATE BEHAVIORAL ISSUES ASSOCI^^TED WITH 
ENTERING PRENATAL CARE. 

PLANS ARE IN PROGRESS FOR AN INVESTIGATION TO 
DETERMINE OPTIMAL PRENATAL CARE AND THE BEST 
MEA/S TO DELIVER IT. 
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DATA EFFORTS 

O A NATIONAL SYSTEM WHICH LIKKS INFANT DEATH AND BIRTH 
RECORDS IS CRUCIAL TO OUR ABILITY TO EFFECTIVELY 
MONITOR TRENDS AND IDENTIFY Hlf/H RISK POPULATIONS. THE 
NATIONAL CENTER FOR HE^LTH STATISTICS (NCHS) IS NOW 
STUDYING THE LOGISTIC AND METHODOLOGIC PROBLEM: 
INVOLVED IN CREATING SUCH A NATIONAL SYSTEM OF LINKED 
RECORDS. CURRENT PLANS ARE TO HAVE AN ONGOING 
NATIONAL SYSTEM OPERATIONAL BY 1987. 

O IN Tl E INTERIM, SPURRED BY THE IMPORTANCE OF THE 

INFORMATION FROM LINKED BIRTH AND DEATH RECORDS AT THE 
NATIONAL LEVEL, THE PKS INITIATED A NATIONAL INFANT 
MORTALITY SURVEILLANCE JOINTLY SPONSORED BY THE 
CENTERS FOR DISEASE CONTROL (CDO NICHD, NCHS, AND 
DMCH. THIS SYSTEM WILL PROVIDE A MEASURE OF SURVIVAL 
LIKELIHOOD FOR SPECIFIC BIRTHWEIGHT CATEGORIES AND 
MATERNAL CHARACTERISTICS FOR tlACH STATE AND THE NATION 
AS A WHOLE. A NATIONAL CONFERENCE FOR STATE MCH AND 
VITAL REGISTRAR STAFF CONSIDERING THE IMPLICATIONS OF 
THESE DATA IS PLANNED FOR SPRING 1986. 

O IN ADDITION, THF CDC » DMCH, AND NICHD PROVIDE 



EPIDEMIOLOGIC AND ANALYTIC ASSISTANCE AT THE REQUEST 



OF STATES AND LOCAL H'=';.r.TH AUTHORITIES. 
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PUBLIC AND PROFESSIONAL COMMUNICATION/EDUCATION 

IN THE ROLE OF ENCOURAGING EXPANDED PUBLIC AND PROFESSIONAL 
COMMUNICATION, ACTVITIES INCLUDE: 

O HEALTHY MOTHERS, HEALTHY BABIES (HM,HB) CO;*' "^lON - IN 
ADDITION TO THE EFFORT TO DEVELOP PUBLIC EDUCATION 
MATERIALS DIRECTED TOWARD LOW INCOME WOMEN TO PROMOTE 
HEALTHY BEHAVIORS, CURRENT EMPHASIS IS DIRECTED TOWARD 
THE DEVELOPMENT OF STATE COALITIONS TO PROMOTE 
RELEVANT ACTIVITIES AT LOCAL LEVELS. MASS MEDIA 
MATERIALS ARE BEING PROVIDED TO THESE STATE COALITIONS 
TO CONDUCT LOCALLY RELEVANT PRENATAL CARE CAMPAIGNS. 

O EACH PHS REGIONAL OFFICE SPONSORED INFANT MORTALITY 
CONFERENCES DURING 1984 AND 1985 TAILORED TO THE 
PROBLEMS AND NEEDS OF EACH REGION. MANY TATE ACTION 
.•LANS WERE DEVELOPED AS PART OF THESE MEETINGS. 



TECHNICAL ASSISTANCE AND CONSULTATION 

TO THIS SUBSTANTIAL LIST OF ACTIVITIES I WOULD LIKE TO ADD OUR 
PROVISION OF TECHNICAL ASSISTANCE AND CONSULTATION TO STATE AND 
LOCAL HEALTH AGENCIES. 
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IN VIEW OF THE HEIGHTENED PROBLEMS IN THE AREA OF 
PREGNANCY AND INFANT HEALTH, A NEW ORGANIZATIONAL UNIT 
HAS BEEN ESTABLISHED WITHIN THE DMCH TO PROVIDE 
ADDtTIONAL RESOURCES FOR ASSISTANCE IN THIS PROGRAM 
AREA. THE MATERNAL AND INFANT HEALTH BRANCH WILL HAVE 
RESPONSIBILITY FOR THE PROVISION OF EXPERT 
CONSULTATION AND TECHNICAL ASSISTANCE AND THE ANALYSIS 
AND INTERPRETATION OF DATA AND INFORMATION WHICH 
RELATE TO INFANT MORTALITY AND PERINATAL HEALTH CARE. 

OVER THE YEARS, DMCH AND THE HEALTH CARE FINANCING 
ADMINISTRATION (HCFA) HAVE COLLABORATED TO DEVELOP 
GUIDANCE MATERIALS FOR STATE MEDICAID AND STATE MCH 
STAFFS. 

IN THE FIELD, ONE OF THE ACTIVITIES SPONSORED BY DMCH 
AND CDC IS THE PLACEMENT OF AN EPIDEMIOLOGIST TO 
PROVIDE NEEDED ANALYTIC AND EVALUATIVE CAPABILITY IN 
THE STATE MCH PROGRAM IN SOUTH CAROLINA. IN THE NEXT 
FEW YEARS WE HOPE TO EXPAND THIS OPPORTUNITY IN AN 
EFFORT TO BUILD THE EPIDEMIOLOGIC CAPACITY OF STATE 
MCH PROGRAMS. 
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O AND FINALLY, THE PHS IS ASSEMBLING TEAMS OF HEALTH 

PROFESSIONALS, REFERRED TO AS INFANT MORTALITY REVIEW 
TEAMS, TO PROVIDE, UPON REQUEST, EXPERT ASSISTANCE TO 
STATES IN REVIEWING INFANT MORTALITY AND MORBIDITY 
DATA AND INVESTIGATING THE CONDITIONS, E.G., MEDICAL, 
PUBLIC HEALTH, SOCIAL, BEHAVIORAL, ENVIRONMENTAL AND 
SYSTEM FACTORS, ASSOCIATED WITH HIGH OR CHANGING 
INFANT MORTALITY. THUS FAR, TWO PLANNING VISITS TO 
SOUTH CAROLINA AND MISSISSIPPI AND A STATE PERINATAL 
REVIEW IN ILLINOIS HAVE BEEN COMPLETED. REQUESTS FROM 
OTHER STATES ARE CURRENTLY BEING PROCESSED. THE SCOPE 
OF ACTIVITY VARIES FROM A VERY TARGETED INFANT DEATH 
INVESTIGATION OR CASE APPROACH TO A BROAD REVIEW OF 
STATE PROGRAMS. OUR GENERAL APPROACH IS DESIGNED TO 
ASSIST STATE AND LOCAL HEALTH DEPARTMENTS IN GAINING A 
BETTER UNDERSTANDING OF THE NATURE OF THE DIFFICULTIES 
IN REDUCING INFANT MORTALITY AND TO GATHER PRECISE 
INFORMATION CONCERNING LOCAL MATERNAL AND INFANT 
HEALTH CAR5 SYSTEMS AND OPPORTUNITIES FOR IMPROVEMENT. 
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THERE ARE NO EASY ANSWERS TO REDUCING INFANT MORTALITY AND 
PREVENTING LOW BIRTH WEIGHT. THESE ARE NATIONAL PROBLEMS 
REQUIRING EFFORTS OF MANY SEGMENTS OF OUR SOCIETY FOR SOLUTION. 

OVER THE YEARS, NUMEROUS EFFORTS BY BOTH THE PUBLIC AND PRIVATE 
SECTORS HAVE BEEN DIRECTED TOWARD THE RESOLUTION OF MANY 
MATERNAL AND INFANT HEALTH PROBLEMS. THAT'S WHY WE ARE HERE 
TODAY - TO SHARE OUR IDEAS AND DIRECT OUR ENERGIES TO ASSURE 
HEALTHY PREGNANCIES AND IMPROVE OUR CHILDREN'S CHANCES FOR A 
HEALTHY BIRTH AND HEALTHY LIFE. 
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RESPONSES 10 WRITTEN QUESTIONS FROM ShN'MOR DllRI NBERGLR 



Question 1 ; 

What happens to the critically 111 newborns who survive the neonatal 
Intensive care? How many are developmental ly disabled? What Is the cost for 
taking care of these kids? 



Babies who receive ca.e In neonatal Intensive care units (NICU's) obviously 
represent a concentration of extremely high-risk patients. The number of 
"cr tlcally ill" newborns who are discharged from NICU's and survive the 
newborn period Is not known on a national basis. We are making an attempt to 
collect and analyze the limited Information available on these children. The 
repoi "Uternarlves to Hospitalization fcT Technology Dependent Children," 
Is be<ng completed by the Maternal and Child Health sponsored project, 
"Ptture Directions of State CCS Prograas". This oroject, which Is conduct-d 
by the Iowa Crippled Children's Program, summarlz».s Information from a small 
number of states which have programs for these children , such as the number 
of children served and costs of care in these programs. Their reporf should 
be available by January and %:il sunmarl' *:he limited available data. It is 
our understanding that the Congressional flee of Technology Assistance is 
also pursuing a study on this population. 

No cost data are available at this time. Several grantees of the Dlirision of 
Maternal and Child .le&lth's Specl Projects of Regional and National 
Significance (SPRANS) are pursuing this question in terms of national data 
sets available and i^ terms of a pilot study of six s-lected conditions, 
lnc!Mdlng the developmental disability of mental retardation and the chronic 
Mlnesses of heaophi:ie, spina bifida, and cystic fibrosis. 

QUESTION 2 ; 

I read recently that Secretary Heckler requested at additi j1 
$134 millior m funding to reduce infant mortality in her j-^et 
request for FY 1987. What plans do you have for these add 
t ional funds? Are you likely to get them? 



As you know, the budget development process in the Executive 
Branch is confidential and determinations are not -jleased until 
the budget is submitted to Congress earlv :;xt yeaL. Proposals 
and recommendations for fiscal year 198'' tidin tentative at 
this time. 

We can say# however, that reduction of national in*^ant mortality 
rates has been a major initiative of the Public Health Service 
since the 1990 Objectives for the Nation werr compiled in .^^80. 
Curr'jnt and future research efforts will be directed at lou 
birth weight, sudden inl '^*- death syndrome, bir h defects aid 
pregnancy complications. In addition, more work will be dore 
over the next several years m compiling ccxnprehens ive i-^f^ant 
mo rt al i ty da ta , survey i ng mor'" intense ly h igh risk popul.* c ions 
building better epidemiologic capacities in maternal and child 
health agencies, and preventing smoking durinq pregnancy. 



Answer! 



ANSWER: 
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RESPONSES TO WRITTEN QUESTIONS FROM SENATOR CHILES 



Question 1 : 

You have mentioned that HHS Is concentrating on the problen of Infant 
■ortallty by helping states laprove their data collection and by supportlne a 
national healthy aethers healthy babies caapalgn. Could you tell us how much 
the operating budgets for each of these efforts is and how much staff people 
sre Involved In each ? How many states have you helped In data collection? 



A variety of coordinated activities have be^.i undertaken with respect to 
helping States Improve their data collection surrounding perinatal events. 
These range from: 

the Centers for Disease Control's efforts whlc^ Include surveillance 
(nutrition. Infant mortality, birth defects) activities, technical 
assistance regarding surveillance and research surveillance methods In 3C 
States using approximately 31 staff at an estimated cost of 1.4 million 
dollars, 

to the National Center for Health Statistics' activities related to the 
ongoing 9 States feasibility study (described more fully In Question 8) 
Involving 1 m at a cost, of $50,000 and to the technical assistance 
provided to all States regarding registration method and the Improvement 
In registration of births &r\d Infant deaths, 

to the Division of Maternal and Child Hc-^:h's efforts which Include 
supporting 8 grants focused on developing or Improving data collection 
methods and systems which actively involve 21 States and 2 grants 
relating to all 50 states and D. C. at an approximate cost of 2 million 
dollars. 

The Public Health Service , a founding member of the f our-year-oid Healthy 
Mothers, Healthy Babies Coalition, supports the Coalition's Executive 
Secretariit under a grant of approximately $90,000 for FY86. An additional 
$42,000 has been proposed for direct support oi the Healthy Mothers, Healthy 
Babies national campaign a^o^^^ with a staff commitment of approximately one 



Answer: 



PTE. 
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Question 2 : 

We are all aware of the excellent and timely report done by the ^rcitlglous 
Institute of Medicine on preventing low blrthwelght. In th'c report, several 
recooaendatlons vere directed to HHS. Are you aware of them? For example, 
one of the recommendations was for HUS to convene a task force charged with 
defining a system for making prenatal care fully available to all pregnant 
women. This would not xiecessltate new funds, but %rould use In-house 
resources. Has HHS followed this reconmendatlon? If not, do you plan in 
.he future? Another of the lOH recomendatlons to HRS was to have the 
Divlsior of Maternal and Child Health define a model of services to be used 
in publlcslly financed facilities providing prenatal care. Has this been 
done? Have any of the lOM suggestions been acted upon? If nut, why? 



We are well aware of the recommendations from the report "Preventing Low 
Blrthv eight" by the Institute of Medicine (lOM). The Public Health Service 
(FtiS) Low Blrthwelght Prevention Work Groip has reviewed the recommendations 
and a number of actions have been taken: 

Ensure Accessibility to Prenatal Car e 

0 Fund demonstration programs/remove financial barriers - 

- a multidimensional program to promote Effective Pregnancy and Infant 
Care (EPIC) was initiated by the Health Resources and Services 
Administration. Under this initiative the Division cf Maternal and 
Child Health (DHCH) awarded approximately $3 million dollars in FY 85 
for new projects focused on improving State level services and t^ 
delivery system for pregnancy and Infant care. Five projects are 
directed toward removing barriers (financial and non^f Inanclal) to 
prenatal care and facilitating access. 

- support for the Southern Regional Tasic For^o on Infant Mortality is 
being provided by the DHCH. Thi Task Force has identified model 
initiatives - options available tnder existing Federal programs and 
other creative State programs - /ithln these 19 States which pertain 
to Improving access to prenatal 2are and preventing Infant mortality. 

- the DHCH and the Health Care Financing Administration (HCFA) are 
exploring IssueR urroundlng Medicaid waivers and other eligibility 
options for the perinatal population. Ouid^^ce materials are being 
developed Jointly to assist States interested in applying for a 
waiver or looking for other options. The first guidance piece will 
focus on the 1915(b) "Freedom of Choic* ** waivers and their 
applicability to perinatal cervices. 



Answer : 
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0 Support pertinent training - 

- a comltment to promoting the availability of nurse-mldwl ves Is 
evident through the support of nurpe-nldwlf ery training programs jy 
Title V and Nurae Training Act funds. 

o Provide Tjmpt technical consultation regarding prenata^ services - 

- technical aselttanc* upon request regarding prenatal care and service 
has always been Pari cf the PHS mission. Examples of recent 
consultation visits Include the following: 

-at the Invitation of the State of Illinois and City of Chicago, a 
Perinatal Consultation Team (comprised of Federal and non-Federal 
members) went to Illinois In August to review services and systems 
of care for mothers and Infants, with particular attention paid to 
the population with limited or nc access to health care. 

- at the Inltatlon of the Governor of Arkansas, a team visited the 
State In September to provide consultation regarding provision of 
risk-appropriate prenatal and delivery care. 

Improving the Content of Prenatal Care 

0 Define a model o: services - 

- when developlro materials for the health professional or the health 
care system on standards or models of care, we rely In the main on 
standards set by pertinent professional organizations. A current 
perinatal Initiative In the Bureau of Health Care Delivery and 
Assistance focuses on Increasing the availability of high quallti 
prenntal care services In the publicly funded Community Health 
Centers and Migrant Health projects. Policies stipulated for this 
Initiative require that prenatal services provided conform to the 
Standards for Ambulatory Obstetrical Care of the American College of 
Obstetrlclana and Gynecologists. A description of minimum 
expectations for what services should he provided and options for 
structuring and aupportlng a comprehensive perinatal service within i 
total system of perinatal care Is presented In "Perinatal Care: How 
to Estiiullsh Perinatal Services In Community Health Centers 
published In ^^gust 1985. A companion document due to be published 
In 1986 "Reducing Perinatal Risks In Poiral Areas: A Provider's 
Manual," will focus on rural providers and will also discuss model 
services. 

0 Establish high priority for research on smoking and pregnancy - 

- In FY 1986 the Centers for Disease Control will he pilot testing In 
one State smoking cessation programs In public prenatal clinics to 
determine the effectiveness and feasibility of such programs In 
reducing a very Important known risk factor affecting low birth 
weight . 
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o Assess content of and encourage change In prenatal care - 



- four regional Conaensus Conferences on Access to Prenatal Caie and 
Low Birth Weight, sponsored by the EMCH and the March of Diaes Birth 
Defects Foundation, are planned for early 1986. The conferences are 
designed to Identify (1) the strategies to reduce the nonflnanclal 
barriers to prenatal care and (2) the coaponents of prenatal care 
moat effective In reducing the Incidence of LPW and determine their 
health policy lapllcatlons. Conference participants will be selected 
frca a wide array of experts In both private and public sectors. 
Attention will be given to Including Individuals having experience 
working with populations at risk for accessing prenatal care. 

- the '^HS Low Birth Weight Prevention Work Group la planning a meeting 
to explore efficacious components of quality prenatal care. The 
projected date of the meeting, has been tentatlvly scheduled for the 
Sprlnr of 1986. 



- the PHS Low Birth Weight Prevention Work Group Is developing 

luestlons on prenatal care content to be recommerHed for Inclusion In 
the 1988 National Natality Follow-Back Survey to be carried out by 
National Center for Health Statistics. 



Question 3: 



Wc discussed the differences - -hite and blad' infant mortality rates m this cou.itry. 
I have also been told that w\ Americans, when compared with white Europeans of 
similar social and economic backgrounds, still have a higher rate oi infant mortality. 



Answer; 



n 1982, the United States ranked lath in infant mortality among countries with at 
A^fi ^/"'"/^ population and complete counts of live birth and infant deaths. 
Although nine European countries achieved lower rates, there were also several 
turcpcan countries with higher rates (e.g.. East and West Germany, Belgium, Italy, and 
Ureec*»). It is primarily the Scandinavian countries which have substantially lower 
infant mortality rates than the U.S. (Finland, Sweden, Norway, and Denmark). It is 
difficult to obtar. reliable data comparing white Americans with "v/hite Europeans ct 
similar social and economic backgrounds." However, in a study of 19S0 live births anc 
in.^nt deathi from nine States m the U.S., the Centers for Disease Control found that 
the infant mortality rate among white women 20 years of age and over with 13 or 
more year. . education was 7.4 per 1,000. In 1980, the overall infant mortality rates 
were 6.5 or Sweden, 7.6 for ^inland, 8.1 for Norway, and 8.5 for Denmark. 
Furthermore, several studies have shown that the higher infant mortahty rate m the 
U... IS due to a higher incidence of low birth weight babies. On a b-rth weight specific 
basis, the U.S. has among the lowest infant mortality rates in the world. 
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QUESTION 4 ; 

You mentioned i your testimony that you have issued a report on 
minority health. How does this report specifically address the 
black/white gap in infant mortality? What knid of budget and 
staff have you given this effort? 



As I indicated in my testimony, the Secretary's Task Force on 
Black and Minority Health recently completed its study and 
issued a report. This report, entitled Volume I: Executive 
Summary (copy enclosed), summarizes the work and findings of 
t*>e Task Force, in*. iuding the Infant Mortality and Low Birth- 
weight Subcommi tt€'e . A complete report of the Subcommittee 
IS in production and is expected to be published in the near 
future. The Subcommittee specifically addressed the issue of 
the disparity between blacks and Whites in terms of infant 
mortality. This disparity exists despite the fact that the 
infant mortality rates for both groups are at their lowest 
levels ever for the U.S. The complete Subcommittee report 
iddresses a number of sources of that disparity including 
reproductive patterns, use of prenatal care, and the incidence 
and survival of low birthweiqht babies. In addition to an 
analysis of current data, the complete Subcommittee report 
develops an extensive set of recommendations relatir.., to the 
disparity m infant mortality by race/ethnic groups. 

An Office of Minority Health is being established in the Office 
of th Assistant Secretary for Health to oversee implementation 
of the study's recommendations. A total of $3 million will be 
available for the operation of the office. 



ANSWER: 
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Question 5 ; 

One ot the probleas S.1209 hopes to address Is thi* lack of coordination aooiig 
federal prograas which already exist to work on <nfant mortality. Could you 
tell us what coordination Is there between the Depa'-taent of Health and Huican 
Services offices which run Medicaid, Title V and family planning? What about 
those HHS divisions which operate programs affecting maternal and Infant 
health? What coordlnat ^n exxsts between the prograas I Just mentioned and 
the extra efforts you mentioned In your testimony, such as healthy mothers 
healthy babies and the Infant mortality review teaas? What coordination Is 
there between HHS programs and the USDA programs which make a real Impact on 
low blrthwelght such as WIC and extension services? 



Answer: 



The HHS has established a number of coordinating mechanisms to maximize 
efficiency and minimize redundancy relating to maternal and child health 
prograas. The first Is the Public Health Service Low Birth Height Prevention 
Work Group. This group Is comprised of representatives and experts In 
asternal and infant health from the Health Resources and Services 
Administration (HRSA), National Institutes of Heslth (HIH), National Center 
for Health Statistics (NCHS), Centers for Disease Control (CDC), Alcohol, 
Drug Abuse and Mental Health Administration (ADAHHA), Food and Drug 
Acaln 1st ration (FDA), Office of the Assistant Secretary for Health (OASH), 
and the Health Car^ Financing Administration (HCPA). The Work Group Is 
co^halred by the Director of the Division of Maternal and Child Health 
(DMCH) and the Director of the National Institute of Child Health and Huaan 
Development (NICHD). This group ^s charged with the broad respo. jlblllty for 
providing scientific analysis and coordinating tnfant mortality and low birth 
weight prevention activities. The Work Group oeets regularly to share Ideas 
and program Information and to deve' o Joint actlvltlec relating to low birth 
weight prevention and Infant mortality reduction. 

A second coordinating mechanism focuses around the 1990 Objectives for the 
Natloi For each priority area, such as Pregnancy and Infant Herlth (PIH), a 
lead agency and HHS cooperating agencies are Identified. As part of the 
recent Mid-Course Review of the 1990 Objectives, these cooperating agencies 
examined each objective (Including the objective promoting early registration 
for prenatal care) to aasess pro-^ress. Identify factors enhancing or Impeding 
progress and determine measures to overcome problems. The agencies Involved 
Include: Health Care Financing Administration; Indian Health Service; 
Division of Maternal and child Heulth; National Institutes of Health; Health 
Resources a.id Services Admlnlstra ion; Centers for Disease Control; Alcohol, 
Drug Abuse and Mental Health Administration; and Office of the Assistant 
Secretary for Health (National Center for Health Statistics, Office of 
Population Affairs, National Center for Health Services Research, Office of 
Public Affalra). Among tha agencies collaborating on the 1990 Family 
Planning Objectives ace the Division of Maternal and Child Health and the 
Office of '^Dpulatlon Affairs. 
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There are also other exaaples of collaboration and Joint efforts among 
Federal programs affecting aatemal and Infant health: 

0 The DHCH and HCFA have collaborated to develop regulations and guidance 
aaterlala for State Medicaid and State MCH staffs over the years. The 
■ost recent activity regarding eligibility requirements and perinatal 
programs Is described In the answer to Question 2. 

In addition, the tw\. agencies are co-sponsoring a research activity to 
determine the effect of differing levels of Medicaid /AFDC coverage on 
prenatal care utilization. 

0 The OASH sponsored regional conferences on Infant mortality during 1984 
and 1985. Participating In this eff rt were the OHCH, HCFA, Office of 
Family Planning, Office of Adolescent Pregnancy Programs, Centers for 
Disease Control, and the Office of Public Affairs /OASH. 

0 In the HU5 Regional Offices, the Maternal and Child Health and Family 
Planning Programs frequently are administered In the same division or 
branch. Day to day program efforts are brought together In thja 
f ishlon. 

0 The BHCDA Perinatal "nltlatlve Identified In the answer to Question 2 
ha8 been Jointly developed b the Divisions of P-'lL^ary Care Services, 
Maternal and Child Health and the National Health Service Corps. 

0 The DHCH, the Office of Special Education and Rehabilitative Services, 
and the National Institute of Mental Health have Initiated and 
continued a number of collaborative efforts to assl'it In the 
development of early Identification and Intervention programs for 
Infants and children with disabilities or at risk for disabilities. 

0 DHCH and other PHS agencies are supporting the Healthy Mothers, Healthy 
Babies Coalition aClvlty (see discussion on secretariat In Question 
2). Staff members from six USDA, KIAAA, FDA, NIDA, NIH, CDC, DHCH, 
HCFA, OASH, OAPI actively participate In the work of the six 
subommlttees (Substance Use In Pregnancy, Oral Health, Breastfeeding, 
Genetic Screening, Adolescent Pregnancy, and Low Income Wome-'). 

0 The Work Group, applying the knowledge of multldlsclpllnary problem 
solving to state program development. Initiated Infant Mortality Review 
Teams (IMRTs). The IMRTs are teams of health professionals that will 
provide, upon request, expert assistance to States In reviewing Infant 
mortality and morbidity data and Investigating the conditions 
associated with high or changlc^*^ Inf'nt mortality. This effort Is 
expected to bring about a coordinated approach to problem 
Identification using analytic e'^pertlse and problem resolution through 
Block Grant and Medicaid coordination at the State level. Beyond the 
development of the IMRTs, the Work Group provides Input and direction 
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for the Impleuicntatlon of the IMRT activity. Membership on recent team 
visits to South Carolina and Mississippi has ty*en drawn from various 
agencies, including the CDC, NCHC and DMCH. 

Coordination Activities of HHS and the Department of Agriculture (USDA) 
Related to Infant Mortality and Prevention of Low Birth Weight 

Historically, there has been on-going coordination between seveiil HHS 
programs and USDA programs that affect mothers. Infants, children and 
families. Coordination activities with the WIC program have Included: 
pre-WIC activities related to design of a supplemental food program to 
support siaternlty and Infant care projects aod state programs; the 
establlslnent on a collaborative basis of on-going mutual support; design of 
food packages (WIC); participation on national advisory committees; 
Interagency agreement on development of Regional office support systems 
USDA/PHS; and attendance and participation In continuing education workshops 
and conferences relating to state/regional WIC system Jeslgn and 
technical /education efforts to enhance knowledge, networking, and Improved 
Implementation plans for prenatal and child health services. Recent 
workshops have lnclu<<ed: "A Right to Grow, Region I ; Perinatal Nutrition, 
Region II, and Region IV - Southeastern Conference of all states and related 
agencies to focus on nutrition services needs. The Intent is to strengthen 
collaborative efforts, knowledge, and networking to improve services. 

In the area of Nutrition "^.ducation - The Joint USDA/DHHS Committee for 
Maternal and Child Nutrition Publications (Extension, WIC, Headstart, 
NICHD, DMCH, IHS) meets regularly to coordinate and collaborate on 
publications needed to enhance nutrition priorities which include 
emphasis on nutritional needs of pregnant teenagers to prcnnote early 
entrance into prenatal care, a.id good counseling. Food for the Teenager 
During and after Pregnancy - a joint publication - USDHHS/USDA/March of 
Dimes Birth Defect Foundation has been distributed (100,000) at 
state /local levels. Over 25,0OC -ucational packets for frof esslonais 
including guides for nutrition educators, outreach suggestions, and 
poaters (fetal development) have been made available to health care 
providers in a collaborative effort by the 3 agencies since 1982. 

Technical References; The reference. Alternative Dietary Practices and 
Nutritional Abuseo in Pregnancy , developed by the National Academcy of 
Sciencea with funding from DMCH, providea a valuable resource for 
professionals and agencies, and has formed a basis for past program 
efforts with USDA - including a National Tele-A Conft -ence which focused 
on substance abuse during pregnancy and related effects on birthwelght of 
infants. 
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Bctenslan Service USDA - provides for local/regional resources In 
coordination of care. For exaaple, cooperation la ongoing In many 
atate/xocal prenatal clinics to provide for home foUowup and assistance 
In referral to early prenatal care for low Income populations. This Is 
particularly true at county level. 

Increasing efforts on data collection as a basis for planning nutrition 
and health services especially as related to Healthy People, - Objectives 
for the Nation " which Includes emphasis on prevention of low blrthwelght 
tMbles has resulted In several collaborative efforts among agencies and 
states. For example: a recent National Conference on Data - Object tves 
for the Nation - Included several key Federal data systems experts from 
NCHS, CDC, USDA to examine systems froai several state-based clinic 
programs Including EMCH, WIC, EPSDT, CHC, Migrant lead screening, and 
other child health programs. Prenatal weight gain trends and 
blrthwelght 8 are reflected In these low Income populations which lead to 
Improved program services evaluation and Interventions. 

The WIC progiam and '^ther child nutrition programs are Integrated Into 
clinical sites at C.-^munlty Health Center, Migrant Services, State Child 
Health and Prenatal Services, which Includes CMCH supported systems. 
Services on either or site or referral systems are In place from these 
related programs to maximize care and resources. 
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Question 6 t 

There has been concern voiced in the health care community that the National Center 
for Health Statistics (NCHS) does not have a good system in place to report on key 
health status indicators such as infant mortality. Do you plan any improvements in the 
reporting system to make more accurate and timely the data for States and localities 
to use? 



Infant mortality data are available from the National Center for Health Statistics in 
essentially two forms. First, ip order to keep track of the data on a very current 
basis, the Center publishes p.ovisional infant mortality rates which are available 
within 3 months. For example, the data for August 1985 were published on 
November 21, 1985. These provisional data are based on reports of birth and infant 
death certificates received at State Vital Statistics Offices on a monthly basis. 

Final infant mortality rates are based on computerized data tapes aggregated from 
individual birth and death records received from the individual Sta*es. The Center 
then processes, edits, and comoines these data to produce a national data set. In FY 
1985, NCHS completed the Vital Statistics Cooperative Program for birth and death 
(demographic) data— for the first time receiving birth and death data on computer 
tape directly from all States and reporting are;«s. This will result in Increased 
timeliness and data quality. For the 1986 data year, the Center expects to have the 
final data released within 18 months of the end of the year --considerably more timely 
than in the past. 

It IS important to note, however, that this schedule does not preclude States from 
compiling and analyzing their ovwn data more rapidly. Indeed, one of the reasons for 
the time lag in publication of the national data is that the NCHS must wait until data 
from the slowest State is made available. Many States do, in fact, produce their own 
reports within a shorter timeframe. 

Another important improvement in the data systems available for monitoring infant 
mortality is the national linked birth and death datd described in question number $. 



Answer: 
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QUESTION 7 ; 

Obviously, one very important aspect ot reducing the infant 
mortality rate is by stopping teenagers, who have a high rate 
of low birthweight babies, from having children, what are you 
doing to educate our country's teens not to have babies? 



There is no national sex education policy in the United Sta'-es. 
Rather, the decision on vhat kind of sex education curriculum to 
adopt IS made in individual States and school districts. This 
conforms to the general policy of State and local control over 
educational policy and curricula. Further, it insures that 
decisions abcut sex erluca icn are made with maximum input from 
parents and generally retlect local community standards. 

Teen pregnancy is a complex issue that is unlikely to be solved 
by increased emphasis on sex education alone. Teen pregnancy 
is related to many changes in our society, such as increased 
divorce and changes in family composition, increased family 
mobility, and media messages which equate succp»*=s and popu arity 
with sex. Teen pregnancy reflects one torm ot the teen risk 
taking jehavior that is also spen in the high rates of taen 
alcohol a^>use, drug abuse and suicide. It is naive to think 
that we are going to ' id any quick or easy answer to the 
problem of teen preyiancy when these related problems and 
situations continue to exist. 

The Department is, however, pursuing some areas that show 
promise toward alleviating the problem. In the Adolescrnt 
Family Life program, model demonstration projects emphasize 
delaying onset of active sexuality and encouraging parents to 
take on the role as primary sex educators ot uheir children. 
This program is also supporting demonstrations which develop 
and provide services to pregnant and parenting teens, designed 
to meliorate the effects of too early chjldbearing on the teen 
mother and her infant, and to discourage subsequent teen 
pregnancies . 

The Title X Family Planning program provides contraceptive 
services to more than 1.3 million sexually active teens 
annually, and the National Institute for Child Health and Human 
Development is supporting a major initiative which xS focusing 
on those behavior factors that affect the abi' ty ot sexually 
active teens to practice contraception effectively. 



ANSWER ; 
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Q uestion 8 ; 

Is HHS working on any plan to help States match birth and death records of babies to 
better ascertain the particulars of a baby's death"^ 

Answer: 

The National Center for Health Statistics is developing a national computerized file of 
infant death certificates linked to birth certificates. A pilot phase of this plan is 
currently being implemented m nine States (Illinois, Indiana, Massachusetts, Michigan, 
Missouri, Nuv Hampshire, Vermont, Wisconsin, and Texas) in order to develop 
effective and efficient methods of linkage, especially for records involving different 
States of birth and death. Results of this study will b? available by Summer 1986 If 
current plans proceed as expected, NCHS will have a naMonal system of linked records 
available for the 1983 birth cohort by Fall 1987. 

In 1982, the Centers for Disease Control (CDC) began an interim project to fill the 
existing data gap as expeditiously as possible. With support from the National 
Institute of Child H-alth and Human Development, the National Center for Health 
Statistics, and the Division of Maternal and Child Health, the Division of Reproductive 
Health, CD'^. has worked with the Association of Vital Registrars and Health 
Statisticians, the Association of State and Territorial Health Officers, and the 
Association of State Maternal and Child Health Directors, to compile a report based 
on all 50 States, the District of Columbia, New York City, and Puerto Rioo. This 
project, the National Infant Mortality Surveillance (NIMS) Project will result in a 
national report describing the maternal and infant factors related to birth weight that 
are associated with neonatal and postneonatal mortality. 

A chief purpose of NIMS is to provide expertise to guide and assist the development of 
ongoing State and national surveillance and research on infa.K mortality. The amount 
of effort to participate in the NIMS project was not equal for all States. Some States 
already had linked record files and had the capacity to readily produce birth weight- 
specific infant mortality statist.cs. Other States, however, had neither linked record 
files nor the capacity to re->dily produce birth weight-specific infant mortality 
statistics, even if linked files were available, 

CDC staff worked closely with State health department staffs to resolve a myriad of 
definitional and operational problems. This effort included over 500 individual 
telephone contacts for technical assistance before all States could respond with da*a. 
For States with comparatively poor or nonexistent systems for creating a linked birth- 
death data base, NIMS provided the impetus fo<- the health department to invest the 
resources necessary to move Torward with defining their infant mortality data needs 
and implementing or improving their data system. For States with comparatively eood 
systems for creating a linked birth-death data base, NIMS provided an opportunity to 
re-ex?rr,ine definitions, linkage procedures, and data quality. In May 1986, lessons 
learnc'J will be sha.-d with representatives from vital registry departments and 
Maternal and Cnild riea'th Directors from all States at a rJIMS Conference. 
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Quality of the matched records is also a concern at the State and national level. CDC, 
NCHS, and DMCH staff have worked extensively at the request of individual States to 
identify problems and develop methodologies for correcting them. Activities have 
included the following: 

Georgia ; Documentation of underreporting of infant deaths for infants born 
weighing less than 1500 gms, and implementation of a tracking system to 
improve death reporting. 

Massachusetts ; Examination of the completeness of fetal deat. reporting and 
the quality of cause-of -death reporting for fetal deaths, and implementation of a 
pilot study to improve the quality of fetal death reporting. 

Finally, DMCH and CDC staff hav^ worked with several States, including South 
Carolina, Mississippi, Georgia, Tennessee, and Missouri, and Region IV, to develop 
better usage of their existing files of linked birth and infant death records for program 
evaluation. 
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Senator Durenberger. ! am now pleased to call forward Dr. 
George F. Bronsky. chief of clinical -rvices, Department of Obstet- 
'"^s and Gynecology, Providence Hospital, Washington, DC, accom- 
panied by Robert A. Hut^-on, executive director. Center for Life, 
Providence Hospital, and Debi Mason and her son, Richard. Also 
appearing will be Dr. Edward Ehlinger, director of personal health 
s^ervices at the Minneapolis Health Department in Minneapolis, 
and Dr. Stanley Graven, who appeared in my subcommi^^tee before 
in his capacity as professor of maternal and child health. College of 
Public Health, University of South Florida, Tampa, FL. Where is 
Stan? Mrs. Mason. 

Your written statements, if we have them, will be made part of 
the record, and we v/ill ijroceed with 5 minutes, if we can stay 
within the 5 minutes. 

We start with Dr. Bronsky. 

TESTIMONY OF GEORGE F. BRONSKY, M.D., CHIEF OF CLINICAL 
SERVICES, DEPARTMENT OF OBSTETRICS AND GYNECOLOGY, 
PROVIDENCE HOSPITAL, WASHINGTON, DC, ACCOMPANIED BY 
ROBERT A. HirrSON, EXECUTIVE DIRECTOR, CENTER FOR LIFE, 
PROVIDENCE HOSPITAL, AND DEBI MASON AND HER SON, 
RICHARD; EliWAF.D P. EHLINGER, M.D., DIRECTOR, PERSONAL 
HEALTH SERVICES, MINNEAPOLIS HEALTH DEPARTS. ENT, 
MINNEAPOLIS, MI; AND STANLEY N. GRAVEN, M.D., PROFES- 
SOR, MATERNAL AND CHILD HEALTH, COLLEGE OF PUBLIC 
HEALTH, UNIV^-ISITY 01 MTH FLORID^. VAMPA, FL 

Dr. Bronsky. Good morning. I am Dr. George Bronsky chief of 
clinical services in the department of obstetrics and gynecology jf 
Providence Hospital. 

On behalf of Providenre Hospital, we nl very nuch to InaT^k 
you for allowing us to serve as your host this morning. We applaud 
you for holding these hearings on th critical issue of infant mor- 
tality. 

We also applaud Senator Chiles and Senator Bentsen for their 
sponsorship of S. 1209 establishing a National Commission to Pre- 
vent Infant Molality. We share your deep concern over the human 
suffering and financiil burdens caused by America's high infant 
mortality rate, ani we join in your .lesire that a national policy be 
designed to combat the problem. 

Providence Hospital, th'^ oldest hospital in Washington, was 
found.-^d by the Daughters of Charity in 1861 with a charter signed 
by President Lincoln. lu 1986, Providence will celebrate its 125th 
year of commitment to health car^ in the Nation's Capital, a tradi- 
tion of cr.ring that has always held as paramount both the dignity 
of 1" and the needs of the urban poor and underserved. 

The most ^e'.euL expression of Providence Ljspitai's service to 
the poor is tne Center for Lif'^ a unique health care outreach dedi- 
cated to providing positive, concrete alternalives for people facing 
medical or moral dilemmas that threaten the dignity of life. 

The specific program 1 want to ?hare with you today is the cen- 
ter's Reduced-Fee Maternity Program which provides prenatal and 
c ^livery care for women who have neither medical insurance cover- 
age nor Medicaid eligibility. These are the so-called people who fall 
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through the cracks, who must pay for their medical care out of 
pocket, care that today costs from $3,000 to $3,500 even for a 
normal pregnancy. Since the program was establii:-'^ in 1977, some 
2,200 women have delivered through the reduced-fee program. Ihis 
translates to approximately 300 patients per year. 

Senator P- .enberger, I would like to commend you for your 
often repeated statements linking poverty and infant mortality. 
The wide majority of our reduced-fee maternity patients are in the 
high-rkR category specifically due to their economic status. For ex- 
ample a review of 1,400 deliveries from January 1981 to the 
present reveals that 10 percent of the mothers reported annual in- 
comes of $5,000 or less— 80 percent reported annual incomes of 
$10,000 or less. Two out of three were married couplfi, many with 
other children. ^ ^ r i- u 

It is also important to note that many of these are families who 
make moderate incomes and are not indigent, but simply unable to 
afford thi ccjt of medical insurance. 

Each ot the Center for Life reduced-fee patients pays cn a sliding 
scale based on income and dependents. Many pay only the ba^e 
rate of $425; the overall average price is $700. This means that 
nearly $3,000 in hc^pital costs is contributed as uncompensated 
care on every cpse. Annually, this amounts to a maternity writeoff 
for Providence Hospital of nearly $1 nnillion. 

The need for this kind of maternit, care is clear. A recent study 
showed that one in four women between the ages of 18 and 24 lack 
insurance coverage for maternity. Fifteen percent of women be- 
tween the age'^. of 25 and 29 are also without coverage. These two 
groups alone account for 75 percent of all of the births in the 

United States. , . t i ooo 

And the neea for this type of care is escalating. In iy«Z, we re- 
c^-ived about 800 inqi ; calls for reduced-fee maternity care. By 
1984, the number had more than doubled to 1,900 calls. Ihe 
number in 1985 is most likely to approach 2,500 calls for reduced- 
fees maternity care. All of this activity is being generat J solely by 
leferrals from grass-roots pregnaf^v assistance agencies and by 
word of mouth. The hospital does J advertising for the red.: :ed-tee 
maternity program, because the hospital c^n subsidize only dOO de- 
liveries per year. • i ui 

While Providence Hospital's commitment to eany, simply unable 
to afford the cost of medical insurance. 

Each of the Center for Life reduced-fee patients pays on a sliding 
scale, based on income and dependents. Many pay only the base 
rate of $425; the overall average price is $700. This means that 
nearly $3,000 in hospital costs is cr= tributed as uncompensated 
care on every case. Annually, this am> unts to a maternity charity 
write-off for Providence Hospital of nearly $1 million. 

The need for this kind of maternity care is ckar. A recent study 
sho^ved that one in fou^ women between the ages of 18 and 24 lack 
insurance coverage for maternity. Fifteen percent o*^ women be- 
tween th3 ages of 25 and 29 aie also without cov'^^aga These two 
groups alone account for 75 percent of all of the births in the 
United States. , . . .^.^^ 

And the need for this type of care is escalating. In 1982, we re- 
ceived abou: 800 inquiry crUs for reduced-fee maternity care. By 
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1984, the number had more t^an doubled to 1,900 calls. The 
number in 1985 is most likely to approach 2,500 calls for reduced- 
fee maternity care. All of this activity is being gei.erated solely by 
referrals from grass-roots pregnancy assistance agencies and by 
word of mouth. The hospital does not advertising for the reduced- 
fee maternity program, because the hospital can subsidize only 300 
deliveries per year. 

While Providence Hospital's commitment to early, accessible ma- 
ternity care remains constant, the resources needed to maintain 
that commitn ent are shrinking every year. 

The health care system is undergoing revolutionary changes, as 
both private and public purchasers of health care services laneu- 
ver to control their own costs. 

The result is that the economic cross-subsidies which in the past 
have enabled hospitals to meet valued societal needs including 
health care for the uninsured and underinsured, are being eroded. 

The simple fact is that Providence Hospital's ability to meet 
today's needs for prenatal care services fOi. these women who are 
falling through the cracks, le*^ alone tomorrow's needs, is directly 
threatened. 

Let me return to the main point of this hearing, the reduction of 
infant mortality in this country. I want to share with you my ob- 
servations as a perinatalogist, who specializes in the high-risk carp 
of high risk pregnancies. 

I cannot stress too strongly how critically important it is that 
adequate prenatal care be provided to mothers early in this preg- 
nancies. 

The central point of our testimony has Dsen to demonstrate how 
the lack ^f financial resources forms a barrier for too man> moth- 
ers in obtaining this vital care. If more pregnant women had access 
to adequate and early maternity care, we would not only avoid 
untold human suffering, but would also save millions of dollars in 
expensive neonatal care for such infants and mothers. 

However, I would draw your attention to two additional factors 
which impact negatively on the problem of infant mortality and 
which should be given serious consideration. 

The first factor relates to hospitals. Here, I would ^'^ply reiter- 
ate how difficult it is for a hospital like ours to maint its strong 
commitment to affordable maternity care in the face of shrinking 
financial resources. The difficulties in providing this charity are in- 
creasing and will only get worse in the face of e w-tightening 
health care budgets. 

The second factor is the decreasing pool of obstetricians available 
to provide prenatal care for people with limited resources. Many 
physicians will no lon^^er accept Medicaid patients, because the re- 
imbursement provided is lees than the physician's cost to provide 
the care. Obstetrician^ are also operating in a malpractice climate 
in which the obstetrical patient at most risk of infant mortality is 
i*lso the patient who presents th^ highest risk for medical liability 
''^aims. The result is that obstetricians are choosing not to accept 
these high-risk, high-liability patients or, in some cases, are drop- 
ping the obstetrical side of their practice entirely. 

Senator Durenbfrger. That is another wonderful contribution 
that technology has given us hasn't it: ^arge losses. 
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Dr. BaoNSKY. L c inclusion, I would like to express our gratitude 
to the subcommittee for honoring Providence Hospital and the 
Center for Life with its presence here today. We encourage xhe 
Congress to do all in its power to reduce and eliminate the Sarriers 
to adequate health care for pregnant women which contribute sub- 
stantially to the high infant morality rate in the United States. 

We here at Providence stand ready to assist in any w«^y that we 
can, and we will be happy to answer any questions whicn you may 
have. 

Senator Durenberger. Good. Thank you very much. Is anybody 
else going to have any comments? 
All right. Ed, thank you for being herf. 

Dr. Ehunger. Senator Durenberger, Senator Chiles, I am Dr. Ed 
Ehlinger. I am director of personal health services for the Minne- 
apolis of the Minnesota Public Health Association and a member of 
the Minnesota Maternal and Child Health Advisory Task Force. 

I appreciate the opportunity to be here today to talk about an 
issue that is very dear to me, and, one that is very important. 

As you are well aware, the infant mortality rate has traditional- 
ly been used as one of the indicators of the health status of the 
Nation. Although it has its limitations, the infant mortality rate 
has proven to be net only a sensitive barometer of '^ocial and eco- 
nomic condition 'thin a country, but more importantly, an indi- 
cator of govern*..ental comuiitment, to the health of children and 
pregnant women. 

With the recent slowing of the improveiuent of the United States 
infant mortality rate and the realization that the United States' 
rate relative to other industrialized countries is getting worse, ef- 
lOrts have been initiated throughout the Nation to examine and 
deal with this significant problem. 

Although Minnesota, as Senator Durenberger has pointed out, 
has iiie sixth lowest infant mortality rate among the 50 States, it 
has become obvious that certain groups in Minnesota are noi shar- 
ing equally in the benefits of our health and social service systems. 
The extent of the problem in Minneapolis, one of the highest risk 
areas in the State, is highlighted in a report that I have attached 
to my written testimony. 

The repo.'-t demonstrates what you all know: That if you are 
poor, young nonwhite, unmarried, u - educated, or have had inad- 
equate prenatal care, the chances of your baby dving in the first 
year of life are two to four times higher than for mothers without 
those similar characteristics. 

Approaches to the problerii of infant mortality in Minnesota 
hav^ be3n innovative and varied, and some of them are described 
in my written testimonv. These include efforts by the Minnesota 
Coalition on Health Ca.*. Costs, the Minnesota Public Health Asso- 
ciation, the Urban Lecigue, the Urban Coalition, the Minnesota De- 
partment of Health, and several HMO*s and clinicf . 

One major effort to reduce the infant mortality rate has been un- 
dertaken by the Minneapolis Health Department, under the head- 
ing of Project LID— lower infant deaths. Project LID has initiated a 
review of matched birth and death records to identify the specific 
factors associated with infant deaths in Minneapolis. The project is 
also developing a media campaign to increase community aware- 
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ness of the problem of infant mortality and developing a program 
to inform providers of social services of ways to address infant mor- 
ta'* ^. All of thesj efforts are being undertaken by a coalition of 
connTiunity agencies representing a cross section of Minneapolis 
residents. 

A direct service activity of project LID is the Minority Child and 
Health Improvement Program, MinCHIP. The program, funded by 
the Northwest Area Foundation, targets two pred^ linantly black 
rieighlK)rhoods in Minneapolis for neighborhood-b. ^ed services to 
decrease adolescent pregnancy and improve infant health. The 
services include block nurses and peer-oriented parenting educa- 
tion. MinCHIP has been well received by the black community, and 
has stimulated other agencies sei Aug minorities to initiate similar 
programs. 

FVoject LID and MinC^IIP are recent additions to long standing 
efforts at the Minneapolis Health Departn.ent to improve the 
health of children and pregnant womer. Since the 1960 s, the De- 
partment has provided prevention-oriented comprehensive materni- 
ty, family planning and childhood services with funding provided 
by Title V of the Social Security Act. Not only have these public 
health-oriented clinical programs demonstrated their ability to im- 
prove birth outcomes among high risk populations, but they have 
also served as a model for the development of other high quali^^' 
maternal and child care services. 

From these programs and from sinilar efforts thorughout the 
country, a cl »arer picture of the causes of infant mortality is start- 
ing to develop and some solutions are being identified. 

It is becoming increasingly evident that the problems and the so- 
lutions are not primarily medical in etiology. The technical exper- 
tise exists to improve pregnancy outcomes, but expanc^ d technolo- 
gy is expected to have only a minor effect on infant mortality 
rates. The major problem is access to the ex sting health services, 
^ssurii 7 universal access to reproductive and child health services 
would nave a profound impact on infant mortality. 

^yorking against univei*sal access to health services are three 
major factors: One, widespread poverty and inadequate education 
that make health insurance coverage a:id employment unobtaina- 
ble; two, multiple barriers that limit the health care options for 
some social and ethnic groups; and three, social policies that at 
best, place health care in a competitive mode and at worst ignore 
governiHent's responsibility for the health of its citizens. 

To eliml: ate these factors and make a^^i impact on the problem of 
infant mortality, we need to shift our focus from the high cost, 
high technology medical aspects of health care to the prevention- 
oriented services like education, job training, nutrition, social sup- 
ports and comprehensive prenatal care. We need to coordinate our 
prevention activities to avoid duplication and identify gaps in serv- 
ices. We also need a mechanism to share information for use in 
program planning, implementation, and evaluation. A National 
Commission ^o Prevent Infant Mortality could be beneficial in 
these areas. 

Finally, we need to make a commitment to the children of this 
country. We need to make children our highest priority and protect 
them from the political and economic competition .nat pervades 
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our health and human service systems. Children are completely de- 
pendent on us for their health, safety and development. We must 
serve as their protectors, teachers and advocates. We need to do 
this as individuals and as a society. The establishment of a Nation- 
al Commission to prevent infant mortality would be a positive step 
in accepting that responsibility. 

The problem of infant mortality in this country is an issue of 
social justice. We are a nation wealthy with human and natural re- 
sources. We have the ability to improve the health of the most vul- 
nerable segment of our population: Our children. However, to do 
that, we must choose to make children a priority and ignore the 
economic and political pressures to channel our resources else- 
where. 

Children have placed their faith and trust in us. Their survival 
and gro' /th depends on our acceptance of that responsiblity. To 
Ignore uiat responsibility would be an injustice, not only to our 
chilaren, but to our society. 

Than ycu. 

Senator Durenberger. Ed, thank you. I am real proud of that 
statement. 
Stan Graven. 

Dr. Gkaveij. Thank you, Senator. I am Dr. Stanley Graven pro- 
fessor of maternal child health. University of South Florida in 
Tampa, 'uid I also came here as a representauve of the National 
Perinatal Association and its president. Sister Jean Myer, who is 
also of Tampa, FL. I would like very much to certainly echo the 
remarks that you have just heard which were very eloquently 
placed before you on the issue of infant mortality and the needs. 

I have basict Uy four points that I would like to make in this tes- 
timony. The written testimony is before you. 

The first is that the rate is obviously unacceptai^ly high, but 
more importantly, the disparities which have already been high- 
lighted are very real. I know Senator Chiles, in his visit to Hillsbor- 
ough County in Tampa, FL, got the evidence that even within the 
same racial group, v^hite or black, between two census tracks, the 
disparity was absohitely unacceptable, and it is sitting there; it is 
in the data before everyone. 

It isn't just black-white. It is a series of other kinds of issues, and 
we should not allow that sort of disparity to go on. 

Second, the point has just been well made by several of my pred- 
ecessor« that it is not new technology that is needed. It isn t Wv^ 
don't need research and that there is a need for new knowledge, 
but the fact is that the changes that we wish to achieve in mortali- 
ty rate and adverse outcome of pregancy can clearly be accom- 
plished with the technology that is well in hand. Ii really is not 
technology, but it is making very basic services universally avail- 
able, and that can be done. 

There are many demonstrations. You have just heard of the dem- 
onstrations in Minneapolis that demonstrate that you can do that. 
I would like to cite two others. I recently completed my time as 
program director for the Robert Wood Johnson Foundation on a 
program called the Rural Infant Care Program, in which we 
worked with 10 projects, nine States, 37 counties, 37 counties w th 
the highest infant mortality rates in the Nation, and were ablj to 
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show that if you just intervene with the basic services, that those 
counties can have their mortality rates not only achieve the State 
average, achieve the national average, but many of them actually 
w^exceed those a"erages in i period of just 2 or 3 years, 
u- u X* t"^'?"® change can come about, and h comes about not with 
high technoloagy, bi't making basic services available. 

The third point I would like to make, of course, is the issue of 
cost, and as Senator Durenberger is so well aware, my initial look 
^ this cost war ig Missouri data to the Minnesota Jouncil on 
Health Care Costs to talk about, what does it 'ost to have preterm 
babies/ I used an area of central Missouri which happened to be 
a- ailable to ine to look at the cost of caring for an infant intensive 
care versis what it cost to take care of the mother while she was 
preirnant. The a.-swer was from the 24th week to the 32d week, you 
save $100 an hour if you couJd just keep them pregnant and not 
deliver. 

Fo you start to think what you do with $100 an hour You figure 
out you can provide a lot of services for $100 an hour. 

1 •'ave put the data base at least the materials, in the testimony 
and certainly won t review that at this time. 

Second, I am now involved in Tampa, FL, with a project the 
Junior League of Tampa has taken on, which « to reduce low 
birthwe-ght m Tampa. Part of my contribution to the project ha. 
been to work and develop the data of the numbers, of where the 
people live who have that problem. In looking at that number, we 
came to the conclusion that if Hillsborough County, which in many 
ways IS like Congressman Leland's Houston— I think it would have 
many coroUaries-anyway, a rapidly growing city, a hoavy public 
i.eaith code, an active private delivery system, that our low-birth- 
weight rate is still way above the State's average, and the State of 
Florida has a higher rate than the Nation does. If Hillsborough 
County alone would just be able to get rid of, if you would, or dis- 
place the excess, taking if from above 8 percent to 6 percent, wi jre 
many btates and cities would go, the savings is in excess of $4 to $5 
million in one countv in 1 year. You can 1 My a lot of prenatal serv- 
ices for $4 million. Yet is is there. 

These are the babies that are born, and I am just reporting 1983- 
84 in numbers, the cost i-^ absolutely there. 

Second, there is technology. I have to report that I h j been in 
this business 25 years of neonatology and have lived thiough most 
of Jie technology, including the new ability to save the babies 
down to 500 grams or the 1 pound 1 ounce or the 1 pound, always 
understanding that it is done at incredibly high cost. 

What people have forgotten is the miracle baby who weighed 1 
pound and 4 ounces who was in the hospital 6 months, who finally 
went home; that a disproportionately laree number of those chil- 
dren are now handicapped, have perman^.it neurological damage 

bo the cost of the $100 an hour did not include the medical care 
for the damaged children for the next 5 years, 10 yeai i5 years- 
the fact that they will need special education. Almost none of them 
wih be emplcyed and pay taxes, but they, in fact, will be lifetime 
care respom ibilities of society or families. 

It indeed, very expensive. I am here, as my fourth point, to 
strongly support the Commission. I think the idea of the focus is 
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badly nerded, and if the chairman would allow, I would like to 
direct a remark a bit of Dr. Mason and the group from the Federal 
Government, as well as to inis committee. But those of us wb i 
have gray hair and have been in this business awhile can weli re- 
member the discussions and the testimonies that occurred in the 
1960's in the early 1970's, about the dispartities in access to educa- 
tion for handicapped children. 

There were school districts where kids got excellent education, 
and if you are handicapped, the system was there. In other places, 
there was no way ycu could get them. The Congress passed, 94-142, 
and every school district had to deal with it. Until they passeJ it^ it 
was a deja vu of what we are describing now. 

You have to have the National Commission to figure out how 
you make that sort of universal service available for mothers 
during pregnancy and infants, because we can't afford that any 
more than we could afford no education for ^^^ndicapped kids. We 
cannot afford it, but it does, in fret. 

We have one problem, and that is not all children lived in a 
school district so you could assign responsibility. I hate to be face- 
tious, but all mothers who are pregnant live somewhere, it just 
doesn't happen to be in a jurisdiction tliat necessarily deals with 
their health during pregnancy. You have to figare that out. 

I would al&c point out that the legislation was national. The im- 
plementation was local Kids it educated locally. 

Senator Durenberger. Thank you very much. 

Lawton 

Senator Chiles. Mr. Chairman, T am afraid that I hrve to leave 
you here, and I regret it very much. Our Senate conferees on the 
debt conference started meeting at 11 o'clock. You know if we don't 
do something about it tomOx^row, we don't pay people their checks. 
It fits in some way. Please excuse me. 

I want to say to our distinguished panel we are delighted to have 
their testimony. Doctor, I thank you for your efforts in helping us, 
in helidng educating me some in Florida, and we continue to call 
on you all as research personnel. 

Doctor, we thank Providence Hospital for allowing us to be here. 

Senator Durenberger. Thank you. Lawton, thank you very 
much for wringing us together here today. If it hadn't been for you, 
we wouldn't be here. If it hadn't been for you, we wouldn't be able 
to spend the ti* e together. 

Let me begin by asking the folks from Providence to deal als' in 
an added dimension that I know Dr. Graven has addressed and I 
addrec'^ed in n^y opening statement, an added dimension to infant 
mortality, which includes infant n^orbidity. 

From a hospital perspective, describe some of the missed opportu- 
nities or the problems that are faced in the hospital that lead us 
not ..lily to the inevitability of mfant mortality, but the problems 
of infant morbidity, as well. have to put na.nes on some of 
these kids: development.^ ' disabilities and some of these kinds of 
problems. What is the dimension in the district that y^'u see here 
from the eyes of Providence Hospital? 

Dr. Bronsxy. I am not certain that I fully understand the ques- 
tion. 
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Senator Du.^nberoer. I am making the distinction. We came 
here to talk about a Commission on Infant Mortality, wh'^h is kids 
that don't make it past the first year of life. I suggested tnat as I 
looked at the causes and found those same causes applicable to 
what is called infant morbidity, which is people who do live beyond 
that period of time but are sick, so sick that they add a substantial 
cost, if you will, to society's responsibilities to provide health, edu- 
cation, other services. 

Is there a basic similarity in the causes of both infant mortality 
and morbidity? 

Dr. Bronsky. I think that the phenomena of infant morbidity is 
universal throughout the world. Our success in reducing mortality 
has as its result an increase in morbidity and the long-term mor- 
bidity that accompanies low birthweight and very low birthweight. 

I don't *hink that we can specifically identify an individual 
cause. We do know that the main impact that the health care 
system can have is in identifyi^ig all women v/ith preexisting risk 
factors such as poor nutrition; whether it be overweight or under- 
weight or inadequate nutrition; patients who have preexisting med- 
ical problems such as diabetes; thyroid conditions; heart conditions; 
women who hrve adverse health habits such as smoking; alcohol 
consumption; drug abuse. All of these factors, identified prior, 
ideally prior to conception, that is the emphasis that the obstetrical 
world is focusing on today, is preconception counseling. 

If we can reduce these risk factors, we f^l that will have a sig- 
nificant impac . on the reduction of infant mortality, and as a con- 
sequence, a significant impact on the reduction of morbidity, long- 
term morbidity. 

Senator Dur .nberger. So you see enough of a connection there 
that if we are going to create a National Commission that we prob- 
ably ought to deal v,ith both mortality and morbidity, or is there a 
reason to keep them separate? 

Dr. Bronsky. I don't think you can separate the two. They are 
interconnected. One is a continuum of the other. They are not sep- 
arable. 

Senator Durenberger. What are your views on that, ce you 
raised the subject? 

Dr. Graven. Absolutely. I think ia lany ways, the cost of the 
now surviving small infant is far greater tha.i the debt costs, and 
therefore, to deal with both mortality and the morbidity, we have 
to deal with reducing the number who come in, and your analogy 
to Oslo, Norway, where I had the privilege of living for a year, is 
just overwhelming: That we spend our time and our energy, dol- 
lars, and still don t get the outcome. 

Ser tor Durenberger. I know we are sitting here in the middle 
of a big city and we have got most of cur witnesses that are either 
dealing with big city problems and so forth, but half the people in 
this country li> e in some small town someplace or out on a farm. I 
wonder, Stan, if yov wouldn't speak to this issue in terms of the 
access issue and sonic of the things that have been done or can be 
done in less populated parts of this country. How might that be dif- 
ferent in terms of a national approach? Would our approach to 
people -n that part of the country be somewhat different than the 
i?pproa:h we might take in large urban areas? 
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Dr. Gravzn. Yes, Senator, I believe there is reason to distin- 
guish, and while many of the problems are uncommon and, in a 
sense, you can say access is a serious issue, it is a serious issue for 
people in an urban area to get to where services are and can be a 
serious issue in the rural areas. 

I think rural communities, rural areas, rural counties respond, 
deal, and work with their problems in ways that are different tha'^i 
we do in urban areas. 

I think wnat the Robert Wood Johnson Program over the last 6 
years has demonstrated is that being rural, being sparsely populat- 
ed, not having a lot of the services wuniiot be used as an excuse for 
not having good outcome of pregnancy. It ought to be possible in 
every county in the United States. 

It can be done. We demonstrated that it can be done. 

I would add one thing which hasn't been mentioned, but that is 
the very positive impa , in ef -rct, from having the outreach work- 
ers, who reach peoplf in their homes and help them solve a variety 
of health and nonhealth problems, and you are well familiar with 
their program that was in the Tangipahoa Parish north of New Or- 
leans and another project up in the Peedee area of South Carolina, 
very compelling evidence that just the availability of someone to 
work with young mothers, high risk motherr, has a profound 
impact on the young. 

Senator Durenberger. Dr. Ehlinger, you mentioned you broke 
out the problems here into t^ ^e categories, poverty, and some- 
thing to do with barriers, and men social policies. I think I under- 
stand the poverty category. I am not sure I understand the other 
two. 

Would you elaborate a little bit on those two? 

Dr. Ehunger. One 7f the barriers that is present for racial and 
ethnic groups is that you nee^ health care providers that kno\ the 
situations from which people ...ne. You need mino^Tty p.oviders to 
deal with minority issues. 

It has been shown throughout the country, with Niinneapolis and 
Milwaukee being good examples, that by just having minoritv pro- 
viders provide services to minority groups, access and use of those 
services has increased. Also, a lot of people don't speak English, 
and you need to have the ability to provide translators for those 
individuals. 

Those are the k'nd of barriers that not only come from distance, 
transportation, but also from providers that are sensitive to the 
language and cultural backgrounds of the patients. 

Senator Durenberger. Some o** those aren't resolved ov::rnight. 

Dr. Ehlinger. No, tnis takes a lot of education of the providers 
and of the community. There is a back-and-forth iteration there. 

Senator Durenberger. What about social policies? 

Dr. Ehlinc \ The social policies that I was talking about are 
that we are .^eemg, as you are well aware, the development of a 
competitive health care system, and pregnant women and children 
don't compete very well. 

The> don't have a lot of political power, and they dcn't have a 
Ijt of economic power. They don't have powerful advocates, and in 
a competitive system, not many people want to compete for them. 
In that case> they get left out. 
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I pointed out that we as a nacion really need to act as their advo- 
cates, and regardless of the shori-cerm economic benefits that can 
be accrued, we need to talk about long-term benefits. 

In a competitive health care system, we look at the next quarter, 
the next year, how much money we can save over that period of 
time. When we are talking about pregnancy outcomes, we are look- 
ing at long-term cost savings. Those are harder to identify and 
harder to talk about. 

The other part of that social policy issue is that I believe that 
there is a responsibility for government to have some concern for 
the health of its citizens. It is not just an individual responsibility. 
It is not just a local responsibility. It is the responsibility of individ- 
uals, local areas. States, and of the Federal Government to assure a 
healthy population. It is in our best interest to do so. 

Senator Durenber3er. Can any of you briefly describe for me 
current Federal programs that are sort of mistargeting resources? 
Is MCH just working terrifically and it is only a matter of more 
money? Medicaid, how is that working? On other federally funded 
programs? 

It is a quest on which says, are v"'** spending some of the money 
in the wrong pJaces, or do we have regulations or mandates that 
are irgeting it in the wrong area? What could we be doing wiiftin 
the existing Federal resources that are going these programs differ- 
ently that would target them better? 

Dr. Ehunger. The focus in Medicaid on acute care is where most 
of the resources go. As you pointed out ^arlier, the focus on preven- 
tion is not there. 

Senator Durenbergfr. Plus it is going to the elderly. If you 
really look at Medicaid, it is the nursing homes that a-e suck.ng a 
whole lot of that money out of the system, too, is that iiol correct? 

Dr. Ehunger. Right, and the shift to the elderly; ovei the last 
several years, has become a greater p-cpcrtion of that pot. Less 
and less money is going to the children and pregnant womor, and 
more is going lo the elderly. 

As fpf as the MCH block grant is concerneo, it is nice to get 
money down to the local areas, but it is realiy State control, and 
they don't have enough resources to really identify or to deal with 
all of the problems. So they ha/e to use the manure spreader ap- 
proach and take a little bit of money and spread it over the coun- 
tryside. The areas with highest needs don't get adequate resources 
to do the job that they need to do. 

Senator Durenberger. Are you speaking of Minnesota, or do you 
think that Id true all across the country? 

Dr. Ehlincer. Various States have used different methods, but 
in many places, they have used the general distribution approach, 
which doesn't really allow targeting across all populations 

Senator Durenberger. Do any of you folks want to talk to the 
manure spreading? 

Dr. Graven. In most States, in fact, the 10 or 12 that I have 
worked with, that would be the standard; that in general, while 
there is some intention to target, and I think some efforts in that 
direction, there are a lot of political pressures to distribute, even in 
small enough amcunts that you really can do very little with it. 
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Senator Durenberger. So the notion of the block grant was sort 
of to get rid of the mandate. If it is not the part that tells you how 
you have to spend the money, that isn't all bad. But ^f you are 
doing it in the States rather than doing it down in the local com- 
munities, we are spreading it too much where it is not needed. Is 
that what I am hearing? 

Dr. Ehli ^er. Ri^ht. When the special projects of title V started 
in the 1960 3 direc:ion wa& from the Federal Government down to 
the local level with a Federal delineation of what the priorities 
were. Local areas could then res^nd to the federally set priorities 
and you could really target. 

Now there are no priorities, and the control is with the State 
health departments, and they respond to political pressures to dis- 
tribute throughout the State without targeting in the best way pos- 
sible. 

Senr':or Durenberger. Do you gentlemen want to comment on 
that at all? 
Dr. Bronsky. Not at this time. 

Dr. Graven. One sort of historical comment: The Improved Preg- 
nancy Outcome Program, which was a program of Health and 
Human Services, which was to States with the highest infant mor- 
tality rates to improve outcome of pregnancy, and the track record 
was an interesting one. Some States took t>- t money and very 
clearly targeted on it. 

Others used it to sort of supplement their general States' budgets 
in ways that would be very hard to figure out. Your neighboring 
State of South Dakota, as you know, took that block of 4 years and 
went from 43d in the Nation with neonatal mortality to 2 in 3 
years, with one improved pregnancy block grant. 

Senator Durenberger. So it can be done. 

Dr. Graven. It can be done. 

Senator Durenberger. OK. Thank you very much for being 
here. I appreciate your testimony a great deal. We .nay have queJv- 
tions. Lawton may hrve questions, also, that he would like you to 
respond to for the record. If so, he will send them to you. Thank 
you. 

Dr. Graven. Thank you. Senator. 

Senator Durenberger. Richard, thank you, also. I hate to tell 
the rest of your panak but Richard went to sleep. 

[The prepared statements of Dr. Bronsky (with responses to writ- 
ten quest^'^ns) Dr. Ehlinger (with attachments and responses to 
written questions) and Dr. Graven (with attachments and reeoonsts 
to written questions) follow:] 
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PRFPARED STATEMENT OF GhORCr F. BRON'SkY. M.D. 
I» Introduction 

Good morning. I am Dr. George F. Bronsky, Chief of Clinical 
Services in the Department of Obstetrics and Gynecology of Provi- 
dence Hospital in Washington, D.C. 

r .m accompanied today by Mr. Robert Hutson, Executive Director 
of the Center for Life of Providence Hospital, and Mrs. Lynn 
Davidson and her baby Guadalupe, recent patients in our 
Reduced-Fee Maternity Program. 

On behalf of Providence Hospital* we are very pleased to serve as 
your host. Senator Durenberger, and we applaud you for holding 
hearings on the critical issue of infant mortality. We also applaud 
Senator Chiles and Senator Benson for their sponsorship of S.^209 
establishing a National Commission to Prevent Infant Mortality. We 
share your deep concern over the human suffering and financial 
burdens caused by America's high infant mortality rate and we join 
in your desire that a national policy be designed to '•ombat the 
problem. 

II. Providence Hospital and the Center for Life 

Providence Hospital, the oldest hospital in Washington, was founded 
by the DuUghteis of Chanty in 1C6! with a charter signed by 
President Lincoln. In 1986, Providence will celebrate its 125th year 
of commitment to health care m the Nation's Capital, a tradition of 
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caring that has always held as paramount both the dignity of life 
and the needs of the urban poor and underserved. 

The most recent expression of Providence Hospital's service to the 
poor is the Center for Life, a uniQ -i health care outreach dedicated 
to providing positive, concrete alternatives for people facing medical 
or moral dilemmas that threaten the dignity of life. The Center's 
six major programs address points along the whole human life cycle, 
from the moment of conception to the final days of terminal illness. 

III. The Reduced-Fee Maternity Program 

The specific program I want to shar; wi*Ii you today is the Center's 
Reduced-Fee Maternity (RFM) Program which provides prenatal and 
delivery care for women who have neither insurance coverage nor 
Medicaid eligibility. These are the so-called "people who fall 
through the cracks," women who must pay for their medical care 
out of pocket, care that today costs from $3000 to $3500 even for a 
normal pregnancy. Since the program was established in 1977, 
some 2,200 women have delivered through the Reduced-Fee 
Maternity program, approximately 300 per yea* . 

Senator Durenberger, I would like to commend you for your often 
repeated statement linking poverty and infant mortality. In this 
regard it is important to note that the wide majority of our 
Reduced'Fee patients are in the high risk categorv specifically due 
to their economic status. Fc ' example, a review of 1 ,400 deliveries 
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from January 1981 to the present reveals that 40% of the mothers 
reported annual income of $S»000 or less* In the same group, over 
80% reported incomes of $10,000 or less. Two out of three were 
married couples, many with other children. It is also important to 
note that many of these ^re families who make moderate incomes and 
are not Indigent, but simply unable to afford the cost of medical 
insurance. 

Each of the Center for Life Reduced-Fee patients pays on a sliding 
scale based on income and dependents. Many pay only the base 
rate of $425; the overall average price is $700. This means that 
nearly $3,000 in hospital costs is contributed as charity on every 
case. Annually this amounts to a maternity charity write-off for 
Providence Hospital of almost $1,000,000. 

IV. Escalating Need for Low-Cost Maternit/ Care 

The need for this kind of maternity care is clear. A recent study 
based on Census Bureau statistics shows that one in four women of 
prime childbearing age (18-24) lack insurance coverage foi 
maternity. Fifteen percent of women in the next major childbearing 
age group (25-29) also are without coverage. These two groups 
account for about three-quarters of all births in the United States. 

And the need is escalating. In 1982, we received about 800 inquiry 
calls for RFM care. By 1984, the number of inquires had more 
than doubled to 1900 calls, and in 1985, the number of inquiries is 
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likely to approach 2,500. All of this activity is being generated 
solely by referrals from grass-roots pregnancy assistance agencies 
and by word of mouth. The hospital does no advertising for the 
RFM service because the hospital can subsidize only about 300 
deliveries each year. 

Maternity Needs vs Shrinking Financial Resources 

While Providence Hospital's commitment to early, accessible maternity 
care remains constant, the resources needed to maintain that com- 
mitment are shrinking every year. This is largely due to the 
increasing price sensitivity that has entered the health care 
marketplace. 

The health care system is undergoing dramatic, even revolutionary 
structural changes as both private and public purchasers of health 
care services maneuver to control their owii costs. The result is 
that the economic cross-subsidies which in the past have enabled 
hospitals to meet valued societal needs — including health care for 
the uninsured and the underinsured — are being eroded. 

The simple fact is that Provi'^ence Hospital's ability to meet today's 
needs for prenatal care services for this woman falling through the 
cracks » let along tomorrow's needs, is directly threatened. 
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ProfeB»iontl Observations 

Let me return to the main point of this hearing: the reduction of 
infant mortality in this country. I want to share with you some 
professional observations. 

Many of the factors which contribute to infant mortality have been 
well delineated » and I cannot stress too strongly how critically 
important it is that adequate prenatal care be provided to mothers 
early in their pregnancies. 

The central point of our testimony has been to demonstrate how the 
lack of financial resources forms a barrier for too many mothers in 
obtaining this vital care. If more pregnant women had access to 
adequate and early maternity care, we would not only avoid untold 
human sufferings but would also save millions of dollars in 
expensive neor atal care for such infants and mothers. 

However » I would draw your attention to two additonal factors 
which impact negatively on the problem of infant mortality and 
which should be given serious consideration by the Commission. 

The first factor relates to hospitals. Here I would simply reiterate 
how difficult it is for a hospital like ours to maintain its strong 
commitment to charity maternity caie in the face of shrinking 
financial resources. The difficulties in providing this charity are 
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increasing and will only get worse in the face of ever-tightening 
federal budgets* 

The second factor is the decreasing pool of physicians available to 
provide prenatal care for people with limited resources. Many 
physicians will no long accept Medicaid patients because the 
reimbursement provided i*" less than the physicians cost to provide 
the care. OB physicians are also operating in a malpractice climate 
in which the OB patient at most nsk for infant mortality is also the 
patient who presents the highest risk for a medical malpractice 
claim. The result is that obstetricians are choosing not to accept 
these high risk/high liability patients or, in some cases, are 
dropping the OB side of the OB/GYN practice entirely. 

Co*iclusion 

I would like again to express our gratitude to the Subcommittee for 
honoring Providence Hospital and its Center for Life with its pres- 
ence here today. We encourage the Congress to do all in its power 
to reduce and eliminate the barriers to adequate health care for 
pregnant women which contribute substantially to tl.e high infant 
mortality rate in the United States. 

We here at Providence Hospital stand ready to ass t in any uay we 
can, and I will be happy to answer any question's you may have. 
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16 December 1965 

Senator Dave Durenburger 
Chairmany Subcommittee on 

I ntergovernmental Relat ions 
United States Senate 
Wash 1 ngto D . C . 205 1 0 

Dear Senator Durenberger, 

It gives me great pleasure to be given the opportunity to 
further discuss the critical issue early prenatal care. You 
asked in your letter, "how early does the critical first vi^it 
need to be?". The most direct answer to that question is, before 
the time of conception. As «oon as an individual has decided on 
or even conter.p 1 ated concept:on, an appointment should be made 
with a hea'ch car© provider for a complete pre-pregnancy consul- 
tation. This consultation should consist of a complete medical 
history, a thorough physical examination, routine prenatal 1 abor - 
atory tests, and a discussion period. At the present time> 
these four items are not addressed until after the t i me of 
conception and usually rot until the time of the second missed 
period, if not later. This means that the women ii at least 
eight weeks pregnant by the time she has had her first prenatal 
visit. It IS during the first eight weeks of pregnancy that the 
embryo is most susceptible to the effects of an adverse intra- 
uterine environment and is therefore most likely to develop a 
malf or mat i on. 



By establishing as routine* the concept of the pre-pregnancy 
visit, it would be possible to detect many maternal maladies such 
as, diabetes, hypertension, and thyroid dysfunction to name a 
few. prior to conception. It would then be possible treat and 
control these illnesses prior to conception and consequently 
increa<>e the likelihood of a successful pregnancy. By performing 
a pr e-prejnancy physical examination, it would be possible to 
detect wiich maternal conditions as cervical polyps or ovarian 
jysts, which could better be treated prior to pregnancy than 
during pregnancy. Pre-pregnancy prenatal laboratory screening 
would allow for the detection of anemia, urinary tract infection, 
gonorrhea, syphilis, the abnormal Pap smear. the woman at risk 
for Rh-incompat lb 1 1 1 ty and the rubella susceptible woman. 

By scheduling time prior to conception, women can be 
counselled on risks of smoking, alrohol, drugs, over-the-counter 
medications, exercise and occupational hazards as they relate to 
pregnancy. At the same time, the benefits of good nutrition. 
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social habits and education concerning pregnancy can be discus- 
sed. Additionally* prc-prcgnancy counselling Mould provide an 
opportunity to identify those individuals Mho are at increased 
risk for genetic abnormalities prior to conception. This MOuld 
allow for appropriate coiinselling with regard to risk probability 
and alternatives to pregnancy if indicated. 

In the final analysis* there are approximately 3.5 million 
births in the United States annually. Of these babies born* 7 
per cent or d^5»000 newborns are born with or develop mental or 
physical defects. One-fifth of all infants who die by the age of 
4 years die as a result of a congenital birth defect. Tfiese 
statistics still do not take into account the significant 
spontaneous pregnancy wastage which occurs as a result of 
developmental defects. Certainly not all of these infant deaths 
and miscarriages can be avoided by a pre-pr egnancy visit, but 
certainly a major impact would be made on reduciny the ntimber of 
miscarried pregnancies* perinatal and infant deaths* and those 
individuals who are "fortunate" enough to survive but remain 
hand i capped for the remai nder of their lives. 

With regard to y3ur secor>d question* "How do you decide 
which cases to take and what do you tell those you car^'t help'"* 
I have spoken with Sister Nancy who is responsible for screeniiig 
those individuals that call Providence Hospital to enroll iri the 
Center for I ife» Reducod Fee Maternity Prcgrem. The fullowir)g is 
the datrf which she has provided for the period betweer> ^ January. 
1985* and 1 November 1985. 

During this time period there were 632 indivioual^ 
scheduled for appointments. 

- 185 appointments were not kept. 

Reasons: - ignorance of need for prenatal care 

- unabie to pay even the S75.00 deposit. 

- Other arrangements made due to the waiting 
time 'equired to get into thi-^ pr ogram. 

- Other unknown reasons. 

- 10 acquired medical assistance prioi to their appointment 
of realized that they did in ~act have medical insurance 
C3verage . 

- no were found to be over income tir this progr ^m. 

Examplet Famvly of four with gross annual income of 

S16*0C0. A S1*000 deduction is allowed for 
each family member . Outstanding m*:.-..^''l ex- 
penses are also deducted. This adjusted gi oss 
income is then multiplied by a factor of O.lfi 
to determine eligibility for the Reduced Fee 
Maternity Program. In the above example the 
method described would equate to* (♦16*00O - 
f4*000) X 0.15 = ♦1*B00* which does not qual- 
ify for the Reduced Fee Maternity Program. 

15 or ted fcr pregnancy ter . ination between the time they 
firt.t called and their schieduitd first visit. 
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- J>0 kept their appointment but found even our cost too pro- 
h 1 b 1 t 1 ve . 

- 170 received Medical Assistance of insurance coverage dur- 
ing the course of their pregnancy or dropped out of the 
program for various reasons. 

rteasonsi - Delivery m a hospital closer to th.eir home 
(this results in two hofipital bills). 
- Some move out of the metropolitan area. 

c2i''Mlfr^%* individuals who completed the Reduced 

1985 Program between ^ January, 1985, and 1 November, 

fKo r^^! °^ individuals who initially called 

the Cener for Life, but do not qualify for the Reduced Fee 
Maternity Program, is much more difficult to describe. Ihis ,s 
of course due to the fact that they were never enrolled i r, the 
program and therefore w. have no way of knowing where tr.ey 
eventually turned for help. The foUowir.g is the limited 
iniormatior, which we can provide regardir>g these individuals. 

- Many women request prenatal care too late in their preg- 
nancy. At the present time it takes approximately six 
weeks from the time of the woman's initial phone call 
unti> she can be accepted into the program and be seen for 
her rust prenatal visit. The woman can not be accepted 
into the program after the 30*- week of pregnancy if she 
has r,ad no previous prenatal care, nor can she be accepted 
after the 35"- ^eek of pregnancy if previous prenatal 
records are available at the time of the initial inter 
view. In these cases the woman is instructed to try an- 
other hospital for an earlier appointment, of they are 
instructed to go to their local ger.eral hospital emergency 
room when labor begins. 

- Because we trv to reach the poorest of the poor, the 
program does r^ot accept touri«:t, diplomatic or visitor 
VI sas . 

Even though many have only modest a income, the> are found 
to be above the programs level economically. Qui second 
hospital program as well as other hospital prograiis, which 
could serve these individuals, have moderate costs that 
must be paid prior to delivery. This pre-d« 1 1 >'^>r y pay- 
mei>t IS r.ot a feasible alternative to many of these people 
in spite of ti.eir income level. 

Some individuals are informsd that they may qualify for 
Medical Assistance and thereiore delay prer.atal care be- 
cause they have no income. 

- The hospital's charity funds are insufficient to provide 
care for all those that request ca, e ar.d therefore we must 
limit the number of ne» patients to 15-20 per week. This 
fact keeps timely individuals away because the calcr.der 

r 1 M s so quickly. 
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I hope that I nave answered your questions to your 
satisfaction. If 1 may be of any further assistance to you 
concerning the issue of infant mortality* plea'>e do not hesitate 
to contact me. 

WiShinO vou and your family a happy and a healthy Holiday Season. 



Si nceirel y » 




George F. Br-)nskyi M.D. 
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PREPARED STATEMENT Of EDWARD P T!. LINGER, M D. 



The infant mortality rate has traditionally been used as one of 
the indicators of the health status of a nation. Although it has 
limitations as a measure of the overall adequacy of a nation's health 
care system, the infant mortality rate has proven to be not only a 
sensitive barometer of social and economic conditions within a country 
but more importantly an indicator of governmental commitment to the 
health of children and pregnai t women. With the recent slowing of the 
improvement of the United states infant nortality rate and the reali- 
zation that the United state's rate relative to other iniustrial ized 
countries is getting worse, efforts have been initiated throughout 
the nation to examine and deal with this significant jjroblem. 

People and agencies in Minnesota and particularly m the Twin 
Cities metropolitan area are contributing to these efforts. Although 
Minnesota has the 6th lowest infant mortality rate among the 50 states. 
It has become obvious that certain groups in Minnesota are not sharing 
equally in the benefits of our health and social service systems. This 
disparity is particularly evident in Minneapolis and St. Paul where 
a disproportionate number of Minnesota's high risk individuals live. 
A report entitled "Infant Mortality: The problem in Minneapolis" is 
attached. This report highlights the fact that if you l^ve in 
Minneapolis and are poor, young, non-white, unmarried, uneducated, or 
have had inadequate prenatal care, the chances of your baby dying in 
the first year of life are 2 to 4 times higher than for mothers without 
those characteristics. 

Approaches to the problem of infant mortality in Minnesota have 
been innovative and varied. The Minnesota Coalition on Health Care 
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Costs has identified neonatal intensive care units as a ma^or 
contributor to the high cost of health care. They have concluded 
that by dacreasing the occurence of low weight births, the need for 
costly neonatal services would te reduced. A task force convened 
to address this issue will be making recommendations within the next 
month. Although the Coalition's goal is to reduce health care costs, 
its focus on the prevention of low weight births will also have an 
effect on infant mortality. 

Many clinics and Health Maintenance Organizations in Minnesota 
are also addressing the problem of low weight births by developing 
and implementing prenatal assessment tools to identify women at risk 
for delivering a low weight infant. These risk assessments allow 
for the targeting of specialized services to the highest risk pregnan- 
cies. Infant mortality and health care costs should be lowered by 
chese assessments and interventions. 

The Minnesota Public Health Association has made Maternal and 
Child Health a priority issue and is sup/ortive of the establishment 
of a National Commission to Prevent Infant Mortality. The Association 
IS also holding prenatal care workshops throughout rural Minnesota 
to give health and social service providers up to date inforrration 
on the importance of comprehensive prenatal care. 

Similarly, a group of agencies, including the Centers for Disease 
Control, the Minneapolis and Minnesota Health Departments, the Urban 
League and the Urban Coalition are conducting a survey to determine 
the barriers to prenatal care. Since prenatal care is known to improve 
birth outcomes, these efforts should improve infant mortality ^ates. 
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The Kinnesota Department of Health's Maternal and Child Health 
Advisory Task Force has also made the reduction of infant mortality 
a nigh priority issue. m its recently rompleted Maternal and Child 
Health Plan, the task force developed statewide objectives for infant 
mortality, low weight births and prenatal care. Public hearings 
throughout the state have increased awareness of the state's priority 
to improve infant health. 

Another major effort to reduce the infant mortality rate has been 
undertaken by the Minneapolis Health Department under the heading of 
Project LID (Lower infant Deaths). Project LID has initiated a review 
of marched birth and death records to identify the specific factors 
associate-- with inf=»nt deaths in Minneapolis. The Project is also 
developing a media campaign to increase community awareness of the 
problem of infant mortality. A program to inform providers of health 
and social services cf ways to address infant mortality is also planned. 
All of these efforts are being undertaken by a coalition of community 
agencies representing a cross-section of Minneapolis residents. 

A direct service activitv of Project LID is the Minority Childhood 
Health improvement Program (MinCHIP) . This program, funded by the 
Northwest Area Foundation, targets two predominantly Black neighborhoods 
in Minneapolis for neighborhood-based services to decrease adolescent 
pregnancy and improve infant health. The services include neighborhood 
health professionals modeled after the "block Nurse" concept developed 
by the Ramsey County Nursinc Service and peer-oriented parenting educa- 
tion patterned after the mELP parenting program. MinCHIP has been 
well received by the Black community and has stimulated other agencies 
serving Blacks to initiate smilar programs. 
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Pro^ect LID and MinCHIP ar** recent additions to long-standing 
efforts at the Minneapolis Health Department to improve the health 
of children and pregnant womeii. Since the l°60s, the Department 
has provided prevention-oriented comprehensive maternity , family 
planning, and child health services with funding provided by Title V 
of the Social Security Act in addition to City, State, and Medicaid 
funds. Not only have these public health-oriented clinical programs 
demonstrated their ability to improve birth outcomes among high risk 
populations but have also served as a model for the development of 
other high quality maternal ar.d child health services :n Minneapolis. 

These are only a few of tne efforts currently taking place in 
Minresota to address the problem of infant mortala.t/. More could 
be described but t.hese examples are sufficient to demonstrate the 
high priority given to the problem of infant mortality in Minnesota. 

From these programs and from similar efforts throught the country 
a clearer picture of the causes of infant mortality is starting to 
develop and some solutions are being identified. It is becoming 
evident that the problems and the solutions are not primarily medical 
in etiology. The technical expertise exists to improve pregnancy 
outcomes and expandei technology is expected to have only a minor 
effect on infant mortality rates. Tne major problem is access to 
the existing health services. Assuring universal access to reprcxJuc- 
tive and child health services would have a profound impact on infant 
mortality . 

Working against univeisa] access to health services are 3 ma^or 
factors: 1) widespread poverty and inadequate education that make 
health insurance coverage and ehiployment unobtainable; 2) multiple 
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barriers that limit the health care ootions for some racial and 
ethnic groups, and 3) social policies chat at best d1 - health 
care m a competitive mode and at worst ignore gov 
responsibility for the health of its citizens. 

To elim .late these factors and make an im^^^ct on the problem 
of infant mortality, we need to shift our focus from ti.e high cost 
and high technology medical aspects health care to the pi'wention 
orientod services like education, joh training, nutrition, social 
supports and comprehensive prenatal care. We need to coordinate 
our prevention activities to avoid duplication and identify gaps m 
services. We also need d mec .anism to share information for use m 
program planning, imnlementatior. and evaluation. National Commission 
to Prevent Infant Moi..^lity could be beneficial m these areas. 

Finally we need to make a commitment to the children of this 
country. We need to make children our highest priority and protect 
them from the political and economic . ompetition that pervades our 
health and human service systems. Children are completely dependent 
on us for their 1 ealth, safety, and development. We must serve as 
their protectors, teachers, and adv:»cates. We need to do this as 
individuals and as a society. The establishment of a National Commission 
to Prevert Infant Mortality wol - positive step in accepting 

that responsibility. 

The problem of infant mortality m this country is an issue of 
social justice. We are a nation wealthy with human and natural resources. 
We have the ability to improve tne hc=ilth of the most vulnerable segment 
of our population - our children. However, fo do that we must choose 
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to make children a priority and ignore the economic and political 
pressures to channel our resources elsewhere. Children have placed 
their faith and trust in us. Their survival and growth depends on 
our acceptance of that responsibility. To ignore that responsibility 
vould be an injustice not only to our children but to our society. 
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INFANr fCRTALm 



TOE PROBLEM DJ imWEAPOLIS 



Infant mortality is a greater prciDlem in the United States tl in many 
other industrialized cxxmtries. In 1980 the Uuted states ranked sixteenth 
among selected cxwntries in the nimber of infant deaths per 1000 live births. 
TTie U.S. infant mortality rate of 12.6 in 1980 vgas approximately twice th2t 
of Wooden' s first ranked infant nortaiity rata of 6.7. Furthermore r the U.S. 
rate was higher than such countries as Japan, France, Canada and England. 
Within the United States there are considerable discrepeicies m infant mortol- 
ity rates among racial groups. The national Black infant nortaiity rate in 
1980 vas 21.4 oarpared to a i*ute infant mortality rate of 11.0. The nationil 
health objective regarding infant deaths is to lower the infant mortality rrte 
to less than 9.0 ty 1990 with no county and no rt4Cl^d. or ethnic group of the 
pofwlation having a rate in excess of 12.0. 



Ln Minneapolis there has been a significant redixrtion in the overall infant 
nortaiity rate during the past quarter century. As shown in Figure 1, the 
infant mortality rate u\ Minneapolis has decreased ccnsiderably since 1950 with 
the greatest decrease evident during the past decade. Hie infcint mortality 
rate in 1982 for all Minneapolis infants was 12.1. 



mInnCapolis infant mortality rate 

1950-1982 




I 
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Although the MinneapoUs infant murtaiity rate has decreased significantly 
during the past e^^e, the rate of decrease has not been oufonn for all 
racial groups as indicated in Figure 2. 



MINNEAPOLIS Infant mortm,itv hatf by race 
1 972- 1 98 1 • 




The infant mortality rate within tne Mute pofxilatioi in i^inneapolis 
decreased 45 3% fron a rate of 17.2 in 1972 to 9.4 in 1981. Mong the Black 
txjpulatiCTi the infant mortality rate decreased only 31-5% for the sane period, 
fron 29 8 m 1972 to 20-4 m 1981. Hiere has oe-en essentially no aiange in 
the i^.fant mortality rate among Aniexican Indians in Minneapolis for tne te.n 
year period. 1^ 1981 American Indian rate of 25.1 was tne highest rate roporteo. 
It is difficult to Take inferences regarduig trends witJi Asian- ^acific Islander 
infan^ ^rtality because of the recent influx of refugees- In 1981 tne Asian- 
Pac Islander infant inortality rate was 14 9 . 
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Ali nunority infatfits in Minneapolis have a greater risk of dying than 
Wute infants. Table 1 depicts the risk of death £ntDng Black, Anencan 
Indian, and Asian-Pacific Islander infants oorpared to the risk of death 
far White infants. 



»ble 1 Risk of Infant Mcartality for Muiority Raoes 
as Cciif>ared to tlie vlute Race 
KinnejpoUs> ^80-1982 

Ninorxty Risk Canpared 

Race to v*ute Risk* 

Black 2.2 to 1-0 

Anerican Indian 2 7 to 1.0 

Asian or Pacific 

Islander 1 6 to 1 0 

*Ratio of the infant nortaiity rate for the runority 
raoe to the infant mortality rate for the viute raoe 



Inadequate prenatal care is an important contrijDUtor to necnatal deaths 
fchich are deaths that occur before 28 days after a live birth. Hiese early 
deaths are often associated with adverse conditions existing during pregnancy 
and with events surrounding the birth of the infant such as pronature delivery 
and low birth weight. Postneonatal deaths occur from 28 days to less than 
one year eifter birth and are more often associated with infectious diseases 
and other physical* sociological* and environnental factors. Neonatal deaths 
among Minneapolis infants decreased 37.0% fron 1972 to 1981 ocrpared to a 
decrease of 27.7% for postneonatal deaths during the sane period. 



nECNAT^L ^ND postneonatal mortality »ATt^ 
MlNNfcAPOL!S 1972-1981 • 



184 



A birth weight of less than 2500 grams (5*5 Ihs.) places an infant at 
increased risk of death, particularly during the neonatal period, ihe perx^nt 
of Minneapolis intemts with low birth weight has ranained feurly ocnstauit 
for the past tax years. Figure 4 oanpares the trend in the Minneapolis neonatal 
death rate and the percent of infants with low birth weight fron 1972-1981. 




Hv^ decline in the necnatal death rate and the relative oonsistency in the 
percent of lew birth wight infants over the past ten years reflect unjroved 
care fnr low birth weight infants but little progress in the prevention of 
prematurity and fetal growth retardation. 
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Although the pexoait of low birth vexght infants hi Minneapolis has 
ranained relatively stable there is considerable variance with the percent 
of low birth wei^t infants among racial groups as depicted in Teible 2. 

T^^le 2 Weight Births by Race 

Minneapolis, 1962 





Total 


Lew 


Percent Lew 


Race 


Buths 


Vteiqht Birth' 


vteign^ Birth 


All Races** 


6289 


403 


6.4 




4546 


243 


5v3 


Bl^ 


955 


109 


U 4 


taenc^ Indian 


39^ 


26 


6 6 


fsim or Pacific 








Islander 


361 


24 


6 6 



•Lew weight birth of less than 250t grans (Vj lis ) 
••includes births with race not reported 



All Minneapolis minority pcpulaticns have a hi<^)er incidence of low birth 
wBi^ infants than the vtiite population. Factors that have been associated 
with low birth weit^t infants are rrultifle gestation (twins or triplets) , 
maternal infection» poor nutrition, medical ccnditicns of the mother sucn as 
high blood pressure or heart disease, and aJverse life style factors such as 
anoking or excessive use of adcohol. 



An indepth analysis was caipieted for the 299 deaths whicii occarred amonq 
MLnneapolis infants diiring the four year period 1979 through 1982 The racial 
distribution among these deaths is depicted in Table 3. 



Table 3. Infant ItortaLity by Race 
Minneapolis, 1979-1392 





•Gutter 


Percent of 


Race 


cf Deaths 


Ttital Deaths 


All R£KXS 


299 


100 0 


Mute 


177 


59.2 


Blade 


74 


24.7 


Anerican Indian 


33 


11 0 


Asian or Pacific 






Islander 


15 


5.0 



2i2 
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Sixty-one and two-tenths percent (183) of the 299 infant cteaths were necnatal 
deaths and 38.81 (116) ocxrurred during tne postneanataipericad. Racial discrepen- 
cies as to v#ien infant deaths occur is evident in Table 4 viuch depicts the 
neonatal and postneonatal rates by race per 1000 live births. 



Table 4. Total Infant, Necnatal, and Postneonatal Death Rates 
By Race, Minneapolis, 1379-1982 



All Races Wute 



Death» 


No. 


Rate* 


No. 


Rate* 


All Infants 


299 


12.4 


177 


9.9 


Necnatal 


183 


7-6 


111 


6-2 


Postnecnatal 


116 


4.8 


66 


3-7 



*Rate per 1000 live birt»K 



American Asian or 
Ir^dian Pacific Isl- 



No- 


Rate* 


No- 


Rate* 


No. 


Rate* 














74 


21-0 


33 


23-1 


15 


13.6 


46 


13-1 


14 


9.8 


12 


10.8 


28 


8-0 


19 


13-3 


3 


2 7 



For all nunority grtxips the necnatal and postneonatal nortality rates are 
higher then the Mhite rate except the Asian-Pacific Islander postnecnatal rate. 
Of particular interest is that the risk of death anong Anerican Indian infants 
as caipared to «ute infants increases form 1.6 to 1 during the necnatal period 
to 3.6 to 1 during the postnecnatcil period. 



The ma]or causes of deat i arnong Minneapolis infants are delineated in Table 5- 



Tabie 5- Ma]or Causes of Infant Deaths 
Minr^apoLiS, 197^1982 

Number Peroent 

Causes uf Deaths of Total 

All Causes 299 100 0 

Congenital anonolies 64 21 4 

Suddoi infant d^th syndmne S4 j.8 1 

Disorders related to short 
^station and unspecified 

low birth weii^t 35 li 7 



Tt^ese three causes acocuntfld fear 51.2% of all Minneapolis infant deaths for the 
four year period 1979-1982. Aclditicnal significant causes of infant deaths 
included other perinatal ocnditicns, infective and parasitic diseases, and 
accidents. 



ERIC 



2)3 




2ti 

ERIC 



188 



Defirutions 

Infant A haby less than cne year of aqe 

Infant tiortality Rate (I.M.R ): Hie niariier of infant deaths per 1000 
live births - 

Neonatal Mortality Rate (N.M-R.) : The nuniber of infant deaths pex 1000 
live births which occur before 28 days eifter birth- 

Postneonatal Mortality Rate (P.M. ft.) • The nunber of infant dp ths per 1000 

live births which occur fran 28 days to less than one year after birth. 

Low birth weight (L.B-W.): l£ss than 2500 grams (5^ lbs.) at birth. 

Perinatal ; Relating to events which occur fran 20 veeks gestatrcn during 
pregnancy to 28 days after delivery. 
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DR EHLINGER'S RESPONSES TO VfRITTEN QUESTIONS 



1. Why did the infant mortality in Minnesota increase between 

1982 and 1983? What is the trend now? 

A. Besides poverty, probably the most significant factor 
affecting the infant mortality rate in Minnesota is 
entry into prenatal care. From 1979 to 1982, there was 
a steady increase in the percent of women with late or 
no prenatal care. This risk factor is strongly associa- 
ted with infant mortality and was most likely the major 
contributor to the rise ir. infant mortality between 
1982 and 1983. 

In 1981 the percent of women with late or no prenatal 
care decreased for the first time in 5 years. Subsequently 
in 1984 the infant mortality rate in Minnesota decreased, 
I think this turn around is due to the major efforts that 
have been initiated throughout the state to address this 
- iT major public health problem. A National Commission to 
Prevent Infant Mortality woulc help keep these efforts 
going and facilitate sharing <" f information about 
successful efforts with other states. 

) 

2. W'ere do the dollars come from for your Lower Infant Death 

Project? Are there any private dollars available? 

A. Project LID (Lower Infant Deaths) is funded partially 
by the MCh Block Grant, the Minnesota Community Health 
Service Act, and City of Minneapolis general fund dollars. 
Recently we've received grants from the national and 
local chapter of the March of Dimes. Many agencies have 
donated staff time to help in this effort ana in April 
a city wide meeting on infant mortality will be supported 
by hospitals and HMO's. 

3. HOW do you coordinate your activities with existing public and 

private programs providing similar or related services? 

A. As a public agency, our role is t*" facilitate collabora- 
tive and cooperative efforts. We provide services only 
where gaps exist. We have other community providers on 
all of our advisory committees and encourage our staff to 
work with other agencies in their program planning activ- 
ities, bo far we've been able to avoid a lot of competition 
and duplication of services among providers. 

4. HOW could we improve cooperation between existing programs? 

A. The competitive environment that exists in our health care 
system today is not conducive to the sharing of informa- 
tion. If we could develop a high priority and highly 
visible campaign to address the problem of infant mortality, 
I believe most health care providers would join the effort 
and be willing to publicize their activities to the 
community. It would then be possible to coordinate many 
of the existing community efforts and identify what else 
needs to be done and who should do it. I believe this is 
the role of public health agencies at the state and local 
levels . 
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TESTIMONY SENATE BILL 1209 



Mr. Caairman. 

I am Dr. Stanley N. Graven, Professor of Maternal Child 
Health, College of Public Health, University of South Florida, 
Tampa. I have been working with the problems of Neonatal 
and Infant Mortality for the past twenty years in more than 
a dozen states. I am here today to testify In support of 
Senate Bill 1209, to establish a National Commission to Prevent 
Infant Mortality. 

The Infant Mortality rate in the United States remains un- 
acceptably high dlspite improvement over the past twenty 
years. It is particularly distressing to see segments of 
our poDulation with infant mortality rates two or three times 
the national average. This is true in both rural aru urban 
areas. These large disparities continue to exist between 
rural counties, between different, urban areas, within urban 
areas, between racial groups and within racial groups. 

The infant death rate only serves as an indicator of a 
long list of problems that result from inadequate care and 
services for high risk mothers and infants. For every preventable 
infant death, there are several infants who will grow up 
handicapped bv preventable events during pregnancy and early 
infant life Throughout our nation, there have been many 
programs and models which have demonstrated beyond question, 
that the high risk of adverse outcome, .either death or disability, 
can be changed with todays knowledge and technology. While 
research is still needed, we can achieve gieat improvements 
in the outcome of pregnancy with our present knowledge and 
skills . 

In the Robert Wood Johnson Foundaton's Rural Infant Care 
Program, which is concluding this year, it was clearly demonstrated 
that with very modest investment of resources it was possible 
to achieve major reductions in mortality and improvement 
in care services in thirty seven rural counties in nine 
different states. These thirty seven counties had some of 
the highest infant mortality rates in the nation 
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The decr^aje in mortality v.s achieved primarly by expanding 
the availability «nd acceaaability of primary maternity services 
and getting high risk mothers to appropriate specialized 
services. 

There are numerous studies reporting the clear benefits 

•ervicfci for the mother and fetus during pregnancy 
These studies also ahow that high rlak mothers and especially 
high risk low- income mothers need a wide range of services 
often iion-medical services, than low risk, middle class mothers. 
These service, and their availabi' ty are clearly major 
determinanta of pregnancy outcome and mortality. 

Our failure to pro^^ide these services in ways that make 
th^-!L available and accessable dot i save money While 
many health und welfare services a^al with human need and 
suffering, health care for women during -egnancy has a signigic^n 
cost saving from the services in addition, "hile there are 
savings from reduced mortality rat the m-^or savings come 
from reduction in the number of infant intensive care admissions 
and intensive care days. 

A.tached is data derived from 1982-83 study in central Missouri. 
The cost of care for each of the gestational ages at birth 
is shown. The reduction in number of NICU days for each 
of the weight groups is shown in the second graph. Fr^ 
this data it was concluded that there is a cost saving of 
at least $100.00 per hour to carry a pregnancy from the 
twenty fourth week to the thirty second week of pregnancy. 
The grea.^st saving is thru the prevention of very low birth 
weight infants, that is those who weigh less than three pounds 
six ounces or 1500 gms. The survival of the very small and 
premature infant is associated with long and expensive hospital 
stays. A significant number that survive have permanent 
neurological damage. There is an increasing number of children 
with cerebral palsy associated with the survival of smaller 
and smaller infants. 

Hillsborough County, Tampa Floirda, has over eight hundred 
Low 3irth Weight babies each year of which more than one 
hundred fifty are less than 1500 gm. (3lb. 6 oz) . This Places 
Hillsborough County above the rate for Florida which is 
above the national rate for low birth weight. if the low 
birth weight rate in Hillsborough County (Tampa) were reduced 
trom OA to bZ, a rate that is ach' ived in many states the 
savings in cost for reduced number of infant intensive care 
days would exceed $4,500,000 



193 



Thia kind of tavinst can be achiaved by ex^vandin^ the aval'abil 
and use of tha many ■arvlcat which change the outcoae of 
pregnancy. UnderaCandinc th« savings chat are possible in 
one county, the potantial for savings statewide in Florida 
Is vary large. The coat of th« excess frequency of low birth 
weight and advers* pregnancy outcome in Washington D.C. alone 
is even greater than Hillsborough County Florida. The cost 
savings would more than cover the costs of the maternity 
and infant care services. 

I am here in support of Senate Bill 1209. I would only 
urgr the cocimittee to consider extending the term of its 
study to at least 18*24 months because of the time necessary 
to do this work. 

Thank you for tae opportunity to appear before you. 
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CENTRAL MISSOURI: 1982 - 83 

GESTATIONAL AGE 
AT BIRTH 

WEEK COST l8t WEEK TOTAL COST TO DISCHARGE 

24 - 25 12,000 - 18,000 110,000 - 150,000 

26 > 27 9,000 - 14,000 80,000 - 125,000 

28 - 29 7,000 - 12,000 55,000 - 100,000 

30 - 31 5,000 - 10,000 35,000 - 75,000 

32 - 33 3,000 - 9,000 10,000 - 50,000 

34 - 35 1,000 - 6,000 2,000 - 25,000 

36 - 37 300 - 3,000 300 - 8,000 



Maximum Charges: Daily > $5,000 

Weekly > $18,000 

Monthly > $60,000 

Single Bill >$200,000 
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Dr Craven's Responses to Written Questions 

Question I Dr Graven, tell us a bit about the Robert Wood Johnson Rural Infant 
Care Pro-am 

Answer The Robert Wood Johnson Rural Infant Care Program, was a program 
designed to determine if adding a Medical School and major Medical Center to a 
relationship with rural countries and State Health Department the mortality rate 
for infants ai.d the outcome pregnancy could be improved Bringing the Medical 
Center into the dynamic of the rural county and it's relationship with local health 
providers and the health department is one of providing access to high risk care, 
providing technical assistance, continuing education program development support 
and a variety of services that are often difficult to obtain in the more rural areas 
The programs worked most successfully when physicians, nurses and other staff 
from the medical centers were able to work through local leadership in the process 
of changing access to prenatal and infant care services and the quality of those serv- 
ices It was highly dependent upon locating and working with local leadership The 
projects in general did not work well or successfully in those areas where such lead- 
ership could not be identified or established 

Question 2 What type of outreach activities were effective in getting high-risk 
mothers early prenatal services? 

Answer. What type of outreach activities were effective in getting high risk moth- 
ers early prenatal care*^ The more important question was getting all or nearly all 
mothers into appropriate prenatal services Many mothers became ixigh risk by 
virtue of their failure to avail themselves of appropriate services early in the preg- 
nancy. The outreach services which were accomplished using experienced women, 
successful mothers who combined maturity with understanding and interest in 
young mothers were the most successful ingredient ir the outreach program Such 
outreach workers were successful in not only getting mothers in for their prenatal 
services early in pregnancy, but persisted with a variety of activities which im- 
proved the chances successful out come of the pregnancy These included such 
things as improved nutrition, problem solving of many issues associated with hous- 
ing living conditions and relationships with family and others, reduction in smoking 
and substance abuse and variety ol' issues related to living and life style w^ich 
would adversely affect pregnancy if not altered The outreach workers were remark- 
able effective in linking these young mothers together in way that produced a varie- 
ty of mutual supports all of which impacted on the out come of the pregnancy. 
Nearly all of the factors which produced the greatest impact on the pregnancy out- 
come were unassociated with the medical care for the particularly high risk mother 
Those mothers were referred earlier and more appropriately for high risk services 
in this significantly changed the out come as well 
Question 3. Are there activities that simply do not work*^ 

Answer What activities simple did not work*? The development of outreach on vis- 
iting services and linkages using professionals was only effective around particular 
care of particular problems and was not successful in establishing a services which 
could be maintained on a cost benefit equation. The professional outreach workers, 
community health nurses developmentalist, social workers were not as well received 
and nor did they achieve the responses which the more indigenous or community 
based outreach Attaching outreach workers to county health units usually resulted 
in them being assigned to the clinics and the outreach function discontinued. It was 
very difficult to structure community outreach workers into the current public 
health administrative structure in any of the states with well developed public 
health units. 

Question 4. How can what you learned be related to the inner city? 

Answer What can be learned that would be related to the inner city*? The inner 
city opposes a more complex problem and in some ways an easier problem from the 
rural situations described above In the rural situations there was a sense of com- 
munity relationships with family often in the same area, which made it possible to 
build support systems and to build on relationships which endure over time. In the 
inner city particularly in areas of public housing people have no choice over where 
they live or who their neighbors are They is little or no sense of community and no 
support system. More importantly the stress levels are high, security issues domi- 
nate, difficult to have health services organized so that people can avail themselves 
of them in keeping with all of the stresses and problems associated with the disorga- 
nization of inner city life. The principal of indigenous or local successful mothers is 
still very viable and can be worked very successfully in neighborhoods and public 
housing areas. It takes time to develop, but can be accomplished. Such worken. 
worl'ing closely within public health units in community agencies and organizations 
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can very successfully change the course of care services and out come of pregnancy 
for women in these neighborhoods 

Question 5. What program changes at the state level are suggested by the results 
of the dejnonst ration? 

Answer. What program changes at the state* level are suggested by the results of 
the demonstration? I believe that each of the states with the significant population 
of women who are not obtaining the appropriate services during pregnancy should 
begin rather large scale demonstration projects of health service organization which 
includes using supervised and prepared outreach workers who are local to the com- 
munity It will require rebuilding some neighborhood and project relationships with 
linkages to the public health private health systems. The individual structure will 
vary from city to city, but will incorporate a series of common principles, I believe 
that the National Commission to Prevent Infant Mortality could be a very excellent 
vehicle for establishing the principals in a form which could be adapted to the vari- 
ous situation in larger cities around the country. 

Question 6 How did your program coordinate with existing maternal and child 
health programs — either public or private? 

Answer. How did this program coordinate with existing maternal and child health 
programs— either public or private? One of the early activities of the projects was to 
identify existing health services and to determine how they may be utilized more 
effectively in improving out come and reducing mortality. In most communities this 
was indeed possible. It involved numerous meetings, consultations and conversa- 
tions, but in general it could be accomplished. The Rural Infant Care Program by 
design was to create a coalition of public health, private health, state health serv- 
ices and medical center service* to target on specific nt ^ within rural areas. In 
that regard it was very successful in bring those groups together. 

Question 7. What are suggested by the results of the demonstration? 

Answer. Suggestions as a result of the demonstration'' I believe the suggestions 
which result from this demonstration point out that certain services during preg- 
nancy and early infancy must become universally available. The cost of our failure 
to deliver these services is very large in direct expenditures of public dollars for un- 
necessary neonatal intensive care and the on going care of neurologically damaged 
infants. Far to much of this preventable. In designing a program for universal pre- 
natal and infant care services the role of outreach workers or support people in 
community and neighborhoods needs to be incorporated into the plan, if it is to suc- 
ceed with the low income and disadvantaged population. In many areas both urban 
and rural there are population of women who during prenancy and even more so 
children during infancy and early childhood have no agency or group responsible for 
making health services available. With the Rural Infant Care Program we were 
often able to expand or create a group or coalition who would assume responsibility 
for seeing such services were available. When that happened the out come improved 
marketly. 

Senator Durenberger. Our next panel is Luanne Nyberg, direc- 
tor of Children's Defense Fund, Minnesota project, St. Paul, MN 
and Richard E. Smith, director, on behalf of the March of Dimes 
Birth Defects Foundation, and Jeffrey R. Taylor, Ph.D., National 
Association of Public Health Policy from Lansing, MI. 

Thpnk you all very much for being here. Luanne, I think you are 
first. All of your written statements, if you have them, will be 
made part of the racord of this hearing, and you may now proceed 
to abbreviate them in whatever way is appropriate. You have 
about 5 minutes. When the yellow card up here goes up, that 
means you have got 1 minute. The red card means you are out of 
time. 



Luanne. 
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TESTIMONY OF LUANNE NYBERG, DIRECTOR OF CHILDREN'S DE- 
FENSE FUND, MINNESOTA PROJECT, ST. PAUL, MN, ACCOMPA- 
NIED BY SARA ROSENBAUM, DIRECTOR, HEALTH DIVISION, 
CHILDREN'S DEFENSE FUND; RICHARD E. SMITH, M.D.. DIREC- 
TOR, YOUNG ADULT CLINIC, HENRY FORD HOSPITAL, DETROIT, 
MI, ON BEHALF OF THE MARCH OF DIMES BIRTH DEFECTS 
FOUNDATION, AND JEFFREY R. TAYLOR, Ph.D., NATIONAL AS- 
SOCIATION OF PUBLIC HEALTH POLICY, LANSING, MI 

Ms. Nyberg. Thank you very much for allowing us to be here 
today. In our written testimony, we have submitted a lot of infor- 
mation about unmet needs and access issue for pregnant women in 
the United States and Minnesota. 

The CDF, the children's defense fund, came to Minnesota be- 
cause of the interesting health care environment there. We are so 
far ahead in the development of HMO's and the restructuring of 
health care, we have got an excellent health care delivery system, 
but we also have many, many people, hundreds of thousands, who 
don't have Medicaid eligibility, don't have money to buy into the 
system, and are therefore not in the system. 

I am going to tell you a little bit about them today. 

We also are in an environment where health maintenance orga- 
nizations which are at risk for the people they take care of, and 
therefore capture those saved NICU costs, have a nonprofit status 
and so have a special tax status and do absolutely no uncompensat- 
ed care. A person who cannot pay will not get to a doctor, in a 
closed panel HMO to say, "I can t pay. Will you please take care of 
me?" 

We also have an increasing pressure on doctors because their in- 
comes are beginning to fall, they have less and less ability or will- 
ingness to provide uncompensated care, which offsets primary care 
physicians who do prenatal care. 

It is not so much the hospitals in Minnesota, who are turning 
people away— particularly not in rural Minnesota. But we do have 
pressures on our hospitals who are being asked to buy down costs 
by the large purchasers, the HMO's. 

Let me tell you about some of the women and children in Minne- 
sota. Now, in Lake Wobegone in Minnesota, and in the rest of Min- 
nesota, the women are strong, and the men are good looking. 
[Laughter.] 

However, I am sorry to tell you that not all of our children are 
above average. 

Senator Durenberger. Very clever. I will bet you are the first 
one to capture congressional attention there. 

Ms. Nyberg. Read Time magazine if you don't know what I am 
talking about. 

Inf? it mortality actually rose in Minnesota in 1983, which was 
shocking to people in Minnesota and to people around the country. 
It is also true that a high percentage of pregnant women in Minne- 
sota do not get into prenatal care in that early, critical first trimes- 
ter, more than one in five. It could be as hi.^h as one-third. 

We went oMt and did hearings in Minnesota, and I will talk to 
you more about rural than urban Minnesota. Half of our popula- 
tion live in the Twin Cities area, the other half is in heavily rura' 
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Minnesota. Minnesotans are very proud, and they have a strong 
tradition of taking care of themselves. We are used to going with- 
out rather than asking for help. Yet our iron range declined, the 
rapidly changing economy, the growth in low wage, poorly insured 
jobs and our farm problems and attendant rural economic prob- 
lems have put a terrific amount of pressure on people. 

What we found is that pregnant women are going without 
needed health care because they don't have insurance, they don't 
have the money, and in some cases, they are too proud to go to the 
doctor and say, "I need care, but I can't pay for this." 

For example, a public health nurse in one rural county just 
learned of a family in which the wife is 7V2 months pregnant. She 
has never seen a doctor, and she plans to have the baby at home 
because they don't have the money to pay. 

Last year, a young woman in southern Minnesota who was work- 
ing full time at a minimum wage job found herself pregnant, had 
no health insurance, and therefore got no prenatal care. Her baby 
came early, subsequently died and became part of the infant mor- 
tality statistics in Minnesota. 

Many families are uninsured: families of seasonal workers, of 
which we have many, agricultural, timber, resorts. If they have 
any coverage at all they get it perhaps 3 months of the year in the 
summer when they are working. They get laid off in the fall and 
have too much income from their employment to get Federal as- 
sistance. 

Farm families are the highest uninsured group in Minnesota, 
and the ones that do have insurance often have very high deducti- 
bles. When you have $2,500 per person deductibility and a preg- 
nant wife and so little cash income because of the pressures on the 
family farm that you can't even buy food, most things go by the 
wayside, including medical care. 

In some cases, doctors are requiring cash payments from any 
family who has an outstanding bill. A public health nurse in a sub- 
urban county in the metro area coula not get one doctor in that 
county to see a sick child whose mother has no cash. The closest 
access point was 40 miles away, in inner city St. Paul. 

In St. Paul and Minneapolis, we have Providence Hospital-like 
programs, but in 82 of our 87 counties, wc have no program, not 
funded with State, local, or Federal money, not any kind of funding 
for a pregnant woman to gel prenatal care on a sliding fee or free 
basis. If they do not have the money, they do not have a piogram 
for care in 82 of 87 counties in Minnesota. 

Let me just give you a little insurance data that confirms this. 
Better than one in seven of our 19- to 25-year-old women have no 
health insurance, no major medical, no Medicaid, no HMO, no 
nothing. There are 100,000 children in Minnesota with no health 
insurance at all. And lest we think that all these parents are slack- 
ers home watching TV, three-fourths of all the uninsured adults 
work; half of them work full time and most of the rest probably 
want to but are only able to find part-time jobs. 

There are unmet needs that extenH beyond traditional medical 
services. Here is an example. "Mary" had to walk 3 miles each way 
to obtain her prenatal care. She went into premature labor four 
different times on the way in and had to he hospitalized each time 
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in order to stop labor, to keep that baby in the womb, the best 
place for that baby to be. That is not cost effective. 

Many families lack money for proper food. The doctor pointed 
out to newly prejniant "Ann Olson'' that she was seriously short of 
foods from the fruits and vegetables group and asked why. After a 
long pause, "Ann" looked up, tears rolling down her face and said 
she and her husband had two other children to feed and almost no 
money. The doctor, shaken, said she understood and said, "You do 
what you have to do." 

The Medicaid Program in Minnesota at its current levels is defi- 
nitely not the answer. Medicaid financial eligibility levels are so 
low, a single parent who is pregnant, has to quit her minimum 
wage job to become eligible. The young woman in southern Minne- 
sota we mentioned before whose baby died had sought Medicaid for 
prenatal care but didn't want to quit her job, the key to her finan- 
cial security. Person after person testified to the false economy of 
forcing people into welfare dependency just to get basic medical 
care. 

A pregnant woman in a battered women's shelter who discovered 
she was uneligible to Medicaid went home to the abusing husband 
to ensure medical care for her unborn baby. The unborn baby was 
subsequently injured en vitro by continued battering. 

Self-employed people such as farmers, loggers, and truckers have 
to sell the tools of their trade in order to get their assets down low 
enough to become eligible *br Medicaid when times are tough to 
get prenatal care for their wives, and for themselves if it happens 
to be a self-employed woman. 

Recently, providers are beginning to drop out of Medicaid. This 
was not a problem in Minnesota until recen^^ly, but it is now begin- 
ning to happen, and increasing quickly. A uiother in northern Min- 
nesota finally found a dentist 100 miles away that would take a 
Medicaid card, only to be told when she brought her child in for 
the appointment, "There must have been some mistake on the 
phone; we don't take Medicaid." 

Senator Durenberger. You are nearing the end of your state- 
ment? 

Ms. Nyberg. I think the Commission is the right thing to do and 
I think making a plan is the right thing to do. We are working on 
this in Minnesota, and we have a proposal to make. We think we 
know exactly what to do. Just a little hook for a question. 

I think there are a couple of things to do at the national level. 
One is to enable maternal and child health improvements in the 
Medicaid reconciliation legislation. There is also something I think 
you should rethink. The Gramm-Rudman amendment will, in Min- 
nesota, pull, depending on whose figures we look at, from $58 mil- 
lion to $238 million in Federal dollars from Medicaid alone in 1987 
and 1988. 

That is not the right thing to do. The right thing to do is to do 
what we do for our seniors. We need a comprehensive prepaid slid- 
ing fee access so that people know, those proud people that won't 
go in and ask for help or that make too much for Medicaid, that 
they can get basic access, because if they don't have the money, all 
these other services thai nobody knows about in this patchwork 
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system, and that are only available in urban Minnesota aren't 
going to help enough people. 

Senator Durenberger. You .'ave got it. Thank you very much. 

I wonder if Dr. Smith and Dr. Taylor would defer for a few min- 
utes since the Mayor is able to spend a little time with us. We are 
very grateful that he has. We recall that way back when he ran, he 
made infant mortality and morbidity one of his deep concerns for 
this community. 

Mayor Marion Barry, we are grateful for your being here. Your 
full statement will be made part of the record. You may proceed to 
summarize it in any way you desire. 

TESTIMONY OF HON. MARION BARRY, MAYOR OF THE CITY OF 
WASHINGTON, DC 

Mayor Barry. Thank you very much, Mr. Chairman. I appear 
here today on behalf of the Southern Regional Task Force on 
Infant Mortality. The Southern Regional Task Force was formed in 
July 1984 to introduce a policy statement proposed by Virginia's 
Governor Charles Robb at the annual meeting of the Southern 
Government's Association. The chair of the Southern Regional 
Task Force on Infant Mortality is the distinguished Governor from 
the State of South Carolina, Richard Riley. 

I appreciate this opportunity to appear, in that capacity, as well 
as the Mayor of the Kfltrict of Columbia as well as president of the 
National Conference of Black Mayors, and I wanted to commend 
the chairman for having this hearing. It is timely. 

The infant mortality rate is considered by public health officials 
worldwide to reflect a quality of health care of a nation. The infant 
mortality rate in the United States of America, the richest Nation 
in the world, is a disgrace. 

As you indicated earlier, when I campaigned for Mayor of the 
District of Columbia in 1979, 1 made infant mortality a major issue 
of the campaign. At that time, our rate was about 26.7 percent. It 
has declined steadily since then, except for last year, it crept up a 
little bit, as is true for many other places around the Nation. 

The question of infant mortality is not only the question of 
babies dying, although that is important. But we also recognize 
that there is the deeper health problem. It is an indicator of the 
quality of life an the quality of health care in a community. There 
are many issues elated to the infant mortality that must be ad- 
dressed. For inst ince, all studies have confirmed the rate of infant 
death among blacks nationally to be double that of whites. Last 
year in the District of Columbia, notwithstanding all our efforts 
here in working with the medical community and the Government 
and the city, the rate of infant deaths among blacks was almost 
three times that of whites. 

Unfortunately, there appears to be an insensitivity among na- 
tional leaders to the questions of infant mortality. Former Assist- 
ant Secretary for Health, Doctor Brandt testified before the Com- 
mittee on Energy and Commerce in March 1984 as follows: 

The continuing high black infant mortality rate is indeed a major concern This 
problem, however, is not of recent origin. It has been with us for many decades, as 
the chart clearly shows. 
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Commenting on Doctor Brandt's testimony that quality prenatal 
care is an important prevention opportunity in providing favorable 
pregnancy outcome, Representative Henry Waxman pointed out 
that this administration is opposing the only bill to extend prena- 
tal services to many women who are poor and who are not covered 
by Medicaid. 

Mr. Chairman, another issue to be addressed is low-birth-weight 
babies. The Institute of Medicine study, "Preventing Low Birth 
Weight Babies," funded bv the National Academy of Sciences, has 
documented that low-birth-weight infants are the major cause of 
the high infant mortality in the United States. 

Among the many factors implicated in reducing premature 
babies, the dominant one is low socioeconomic status. The rate of 
premature births among the poor is as h;gh as 15 to 20 percent, in 
contrast to 7 percent in the general population. 

Specific factors in the socioeconomic group contributing to small 
babies may include poor nutrition, poor habits of hygiene, influenc- 
ing the bacterial or viral flora of the reproductive tract, high inci- 
dence of pregnancy among teenagers, heavy smoking, substance 
abuse of drugs and alcohol, being nonwhite, or being black, being 
unmarried, and having a low level of education. 

Also, there is another report which is called ''Preventing Low- 
Birth-Weight Babies." They make several recommendations: 

Reduce the nsk factors associated with low birth weight in the interval between 
pregnancies by means of risk identification, risk reduction, enlarging the context of 
general health education relating to reproduction and expanding the acceptability 
of early and regular nigh-quality prenatal care to all women 

Mr. Chairman, the task force believes very strongly that no 
woman ought to be denied quality health care regardless of her 
income, her mirital status, or race. Also, Mr. Chairman, when you 
look at the adverse effects of this situation, it has long-term 
impact. 

One of the major questions I would like to bring before the com- 
mittee is the question of unemployment among black men, which 
also is a factor in this discussion. 

Our findings reveal that the long-term decline in the proportion 
of black men, and particularly, the young black men who are in 
the position to support a family, has an effect on infant mortality. 

Mr. Chairman, we believe this ought to be a high priority item 
for the Nation. Tliat is why we support the bill introduced by Sena- 
tors Bentsen and Chiles. We think it is a good beginning, but more 
needs to be done. We need to involve the entire country in finding 
a solution to this problem. Our own view is that we have the tech- 
nology to send men and women to the moon and to outer space. We 
certainly ought to spend a lot more money on trying to save the 
lives of our young people. 

Mr. Chairman, the cost to this Nation is great, not onl / in termr 
of the lives of those babies that die, but in dollars and cents, as 
well. The cost of technical medical care alone is $50,000 to $100,000 
for a just-born, preterm baby who may or may not survive. 

In addition, Mr. Chairman, the task force believes that the cost 
of education for handicapped and learning-disabled children is ex 
tensive. Add to this the cost of maintaining prison systems, burst- 
ing at the seams with children born to women who were teenage 
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mothers, add to this cost of Aid to Families with Dependent Chil- 
dren, and Medicaid when jobs and training could keep the poor 
from being unemployed and unable to adequately take care of their 
families. 

The list could go on and on. Mr. Chairman, our task force be- 
lieves very strongly that we ought to pay on the front end because 
if we don't, we are going to pay more on the back end. 

Every life is precious, and no amount of money could be too 
much to try to save a life. We would like to commend the vision 
and encov 'age the sponsors of this legislation, as I said earlier, 
Senators Chiles and Bentsen. i thank you. Senator Durenberger, 
for your support and your having this hearing here in Washington 
at Providence Hospital, and it is time we got on with the job of es- 
tablishing this commission, make this a national priority and save 
some lives, because every life is important. 

Thank you very much. 

Senator Durenberger. Do you think this is a better environment 
for a hearing than the Dirksen Building or someplace like that, a 
little closer to reality? 

Mayor Barry. I could suggest a couple of other places, Anacostia, 
but at least we are making some progress of getting them out of 
Capitol Hill and into the community. I am sure other places in the 
community, but this is much better. I think the Senate ought to do 
more of this. 

I think it is great up there at the Dirksen Building. I come up 
there quite often, and other buildings, but these hearings ought to 
be brought out to the people so that people can see what is going 
on. We commend you for doing that. 

Senator Durens£RGER. Let me ask you just one question. We 
started on the assumption that if we had better prenatal care, if we 
got to the woman before the baby got to the hospital, in effect, we 
could reduce a lot of the problems. One of tne previous witnesses 
said that if you look at the problem nationwide and if you look at 
particularly the problem for nonwhite mothers, that one of the 
problems is we have what they call racial and ethnic barriers to 
services; the Nation hasn't made a strong enough commitment to 
educate nonwhite health care providers to work with these moth- 
ers. 

That goes across the board. That includes refugees as well as 
native Americans and as well as blacks. Do you have a view on 
that part of the problem, what we ought to be doing about it as a 
nation? 

Mayor Barry. Mr. Chairman, I think it probably is a little bit 
deeper than that. Before I answer that, I vould like to introduce 
Dr. John Niles who is sitting over on the first row. He is a member 
of the Committee on Infant Mortality and is helping make the rec- 
ommendations, is out there monitoring what w ^ are trying to do. 
But in talking to health c^re providers, prenatal care is awfully im- 
portant. I have been told by physicians that the b(.dy really needs 
to be taken care of long before you get pregnant. That is, some- 
thing happens to the body when you smoke a lot or when you 
drinlc a lot or use or abuse substances, chemicals, whether legal or 
illegal, and that studies have shown that prenatal care v;ill help 
some. But if a mother, potential mother has had her body taken 
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care of 2, 3, 4 years before, then it adds to the probability that pre- 
natal care will probably enhance that. 

Also, Mr. Chairman, this process of access and education about 
it, I think that should start in our public schools and in our educa- 
tional system. Here in the District, we are putting forward a very 
strenuous curriculum. It is controversial to talk about, as you 
know, in this society, to talk about real issues of life, about having 
babies, having pregnancy, teenage pregnancy. 

We went out to one of our high schools, and about 1,000 young 
people were in the audience. We had about 20 young people lined 
up to testify about teenage pregnancy. Some of them had been 
pregnant, and some of them had not. 

Young people were very specific in their candor about it. They 
said if they had known more about what was happening to them, 
either from their mothers, who tried not to talk about sex— except 
don't do it, but that doesn't solve the problem— or from the school 
system, they almost universally said that. That would not maybe 
change everybody's mind, but it would make them a little bit more 
aware about tnem selves. 

So I think access is important. Health care providers have to be 
more sensitive; I also think education earlier about the body and 
the reproductive system and what are the alternatives. Obviously, 
it is a sensitive subject to talk about, but I think we need to talk 
about it. We can't bury our heads in the sand. I was talking to 
some ministers at a ministers conference. I said I wanted them to 
help me in warning teenagers against teenage pregnancy and 
infant mortality. I said, '7 know a number of you don't want to 
talk about this subject in the pulpit, but I think it is as important 
as talking about prayer in the pulpit." 

A couple of ministers said, "Well, Mr. Mayor, I'm n^t sure we 
can talk about that subject." 

I said, "It is not going to go away. You are going to face it on the 
front end, or you are going to face it on the back end." 

They may not do it. But it doesn't matter. What is important is 
the issue. 

Senator Durenberger. I tried it once, and they said, you know, 
rather than talking about sex, we ought to talk about love, and you 
know, if you love those kids enough, you are going to deal with sex 
in a way that it ought to be dealt with. 

Mayor Barry. That is a good point. 

Senator Durenberger. I really appreciate your comments here 
today, and I appreciate your taking the time to come. 

Mayor Barry. I would like to thank the other panel members for 
allowing me to interrupt their testimony. The life of a mayor is 
almost as busy as the life of a Senator, a little harder, but [laugh- 
ter] there are 16 fewer mayors. There are 23 fewer mayors in the 
Congress of the United States, so they understand some of this, 
that it was a tougher job, but again, thank you, Mr. Chairman, for 
this. 

Senator Durenberger. Thank you. You bet. 
[Mayor Barry's prepared statement follows:] 
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Prepared Statement of Mayor Barry 

Mr Chairman, members of the committee, I appreciate the opportunity to appear 
today m support of bill S 1209, to establish the National Commission to Prevent 
Infant Mortality. 

The infant mortality rate is considered by public health officials worldwide to re- 
flect the quality of health care of a nation 

The infant mortality rate in the United States of America, the richest Nation in 
the world, is a disgrace 

When I began my campaign for Mayor of the District of Columbia in 1979, I 
raised as an issue the high rate of infant mortality in the District of Columbia, 
wh'ch at that time was the highest in the country. After my election I established a 
blue-ribbcn committee to address the problems of infant mortality. This advisory 
group, one of the first in the Nation, has grown over years to become the Advisory 
Board on Maternal and Infant Health. Last year, I established a task force to study 
teenage pregnancy prevention, which grew out of the work of this advisory board. 

According to o^icials at tl e National Institutes of Health, there has been a statis- 
tically significant decline in the infant mortality rate in Washington, DC since 1979 
However, after years of steady decline, the rate increased in 1984 There has also 
been a decline in the national infant mortality rate to the lowest rate in history 
However, further declines have tended to level off in recent years. 

Assistance from the national level is needed to help generate further reductions 
in infant mortality. The creation of the National Con.mission to Prevent Infant 
Mortality is necessary to develop a national policy and programs to reduce infant 
mortality in the United States. 

There are many issues related to infant mortality that must be addressed. For in- 
stance all studies have confirmed the rate of infant deaths among blacks nationally 
to be double that of whites Last year, in the District of Columbia, the rate of infant 
deaths among blacks was almost three times that of whites. 

Unfortunately, there appears to be an insensitivity among national leaders to the 
infant mortality problem. Former Assistant Secretary for Health, Edward Brandt, 
testified before the Committee on Energy and Commerce in March of 1984 as fol- 
lows- "The continuing high black infant mortality rate is indeed a major concern. 
This problem, however, is not of recent origin. It has been with us for many dec- 
ades, as that chart clearly shows " 

Commenting on Dr. Brandt's testimony that quality prenatal care is an important 
intervention opportunity in improving pregnancy outcome. Representative Henry A. 
Waxman pointed out that this administration is opposing the only bill that would 
extend prenatal services to many women who are poor and who are not now covered 
by Medicaid. 

Another issue to be addressed is low birthweight babies. An institute of medicine 
study, "Preventing Low Birthweight", funded by the National Academy of Sciences, 
has documented that low birthweight infants are the major cause of the high infant 
mortality in the United States. Among the many factors implicated in producing 
premature labor and low birthweight babies, the dominant one is low socio-economic 
status. The rate of premature births among the poor is as high as 15% to 20%, in 
contrast to about 7% in the general U.S population. Specific factors in this socio- 
economic group contributing to small babies may include poor nutrition, poor habits 
of hygiene influencing the bacterial or viral flora of the reproductive tract, a high 
inciaence of pregnancy among teenagers, heavy smoking, substance abuse with 
drugs and alcohol, being non-white, particularly black, being unmarried, and having 
a low level of education. 

The "Preventing Low Birthweight Report" made several recommendations among 
which are: 

1. Reduce the risk factors associated with low birthweight in the interval between 
pregnancies by means of risk identification, risk reduction, enlarging the context of 
general health education related to reproduction and expanding provisions for 
family planning. 

2. Increase the acceptability of early and regular high-quality prenatal care serv- 
ices to all women. 

Even more importantly, lather than limiting our efforts among poor women to 
medical interventions, we must address the issues and conditions that have made 
them poor and place them at high risk of losing their babies. 

The high unemployment rate among black males stands out as a particularly 
glaring issue: 

A recent study from the University of Chicago entitled, "without jobs, black men 
cannot support families", came to the forefront durin^ the recent Black Caucus 
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b.ain trust meeting The article concludes that in the !iJ60's, scholars readily attrib- 
uted black faini)y deterioration to the problem of mcie joblessness However, in the 
past 10 to 15 years, in the face of the overwhelming focus on welfare as the major 
source of black family break-up, concerns about the importance of male joblessness 
have receded into the background. 

Unemploymen rose sharply for black male teenagers in the 1960's and remained 
h;gh during the prosperous 1960's Similarly, unemployment rates for black men 20 
to 24 years of age rose sharply during the mid-70 's and have remained high. 

The adverse effects of unemployment and other economic problems of family sta- 
bility are well established in the literature. The weight of the evidence on th** rela- 
tionship between employment status of men and family life and married life sug- 
gests that the increasing rate of joblessness among black men merits serious consid- 
eration as a major underlying factor in the risk of black single mothers and female- 
headed households. Moreover, when the factor of joblessness is combined with high 
black male mortality and incarceration rates, the proportion of black men in stable 
economic situations is even lower than that conveyed in the current unemployment 
and labor force figures. 

These findings reveal a long-term decline in the proportion of black men, and par- 
ticularly young black men, who are in a position to support a family. 

Poverty and its effects o.i poor pregnancy outcome must be addressed on a nation- 
al level. A regional effort of which I am a part and which is taki g assertive acticn 
to alleviate this problem is the Southern Regional Task Force on Infant Mortality 
or the Southern Governor's Association. The Southern Governor's Association has 
made infant mortality a priority agenda item for Southern policymakers to address. 
In November, the association vill issue a major report with rec .mendations focus- 
ing on changes needed at both State and FV-^ral Government levels. This report 
will also provide model legislation which coula facilitate these changes. Their lead- 
ership on this issue, involving not only Governors, State legislators, mayors and 
healin and community leaders, can provide a motivating force for a similar effort at 
the national level. Local efforts ana even regionrl efforts require national support 
ir policy and funds 

The cost to this Nation is great, not only in terms of the lives of these little babies 
but in dollars and cents as well. 

The cost of techni/^al medical caie alone is $50,000 to $100,000 for a just-born, pre- 
term baby who may not survive, or if it does survive, may be handicapped with 
learni^ig and physical problems. 

In addition, the cost of education for handicapped and learning-disabled children 
is extensive. Add to this, the cost of maintaining prison systems bursting at the 
seams with prisoners who were the children born to teenage mothers Add to this, 
the cost of Aid to Families with Dependent Children [AFDC] and Medicaid when 
jobs and job training could keep the poor from being unemployed and unable to ade- 
quately take care of their families 

All of the above are substantial and increasing monetary ca ts, but do not, can 
not, highlight the societal and I iman costs of infant mortality ai. ^ lo*v birthweight 
babies 

We commend the vision and courage of the sponsors of this legislation. Senators 
Lawtcr. Chiles and Lloyd B jntsen, and pray for its speedy passage into law. 

Senator Durenberger. Dr. Richard E. Smith, I apprec te your 
being here from Detroit, MI, and your statement will be i ^^de part 
of the ^ecord. 

You Liay proceed to summa'-* it. 

Dr. Smith. Thank you, Mr. Chairman, and members of the com- 
mittee. I am Dr. Richard Smith. I am an obstetrician and a d:re?tor 
of the Young Adult Clinic at Henry Ford Hospital, which is in De- 
troit. I am also a member of the clinical facur it the University 
of Michigan, and I am a member of the March oi Dimes Communi- 
ty Service Advisory Committee. The March of Dimes has been dedi- 
cated to the prevention of birth defects for moru than a quarter of 
a century. 

I wish to thank you or the opportunity to present the views of 
the March of Dimes on Senate bill 1209, which would establish a 
National Commission to Prevent Infant Mortality. Since low birth 
weight is the most common birth defect and causes the greatest 
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a national commitment to ensuring that all pregnant women, espe- 
cially those at medical or socioeconomic risk, receive high quality 
care. 

Prenatal care is the single most important factor for reducing 
infant mortality, and we know that it works. We have a program 
in the city of Efetroit, sponsored by the March of Dimes, which has 
spearheaded an effort focused on preteen pregnancy. We have ad- 
dressed this problem over the last 5 years, at a time during which 
the teenage pregnancies were approximately 25 percent of the 
babies born in this area. 

Similarly, 25,000 of these women have babies which died in the 
first month of life. We focused our attention in this area. Over the 
last 5 years, we have been able to reduce this level of mortality to 
8.4 per 1,000, which is well below the projected estimate for 1990, 
and these are black teenagers whose average age was 16 when they 
had their babies, which means they got pregnant at 15, a very 
high-risk population. 

Quality prenatal care make possible the detection and treatment 
of high risk medical and obstetrical complications, such as early de- 
tection of preterm labor and prompt treatment ot internal infec- 
tions. Quality prenatal care visits also make possible the intioduc- 
tion and reinforcement of educauonal messages which will guide 
the woman in protecting her health and that of her baby. 

We know that education is just as important as medication in 
providing S3rv?ces to teenagers as well as to pregnant women. 

The March of Dimes believes that the bipartisan National Com- 
mission to Prevent Infant Mortality, which would be established 
under this legislation, is an ideal group to conduct this next vital 
step: To recommend strategies for more consistent prenatal care 
policy and greater access to medical care services. It will focus na- 
tionwide attention on the infant mortality issue and will coprdinate 
the excellent work done by such groups as the Southern Regional 
Task Force, the March of Dimes, and the American College of Ob- 
stetricians and Gynecologists. 

The Commission will also channel, Federal, State, local, and pri- 
vate resources to determine the barriers to health care and to rec- 
ommend to Congress a national policy which will eliminate these 
barriers. 

When the Commission's report is completed, the March of Dimes 
stands ready to do its part in a concerted national effort to reduce 
infant mortality. 

Again, on behalf of the March of Dimes, I want to thank you for 
holding hearings on this legislation. At issue is our Nation s com- 
mitment to the wjll-being of future generations, and that is why 
the March of Dimes sup^ )rts this legislation, and that is why I 
have come here from Detroit, the front line, where we are fighting 
this battle against infant mortality, to urge you to do all you can to 
ensure the passage of is most important piece o legislation. 

Thank you. 

Senator Durenberger. Dr. Smith, thank you very much. 
Dr. Taylor. 

Dr. Taylor. Thank yor ^ery much, Mr. Chairman and staff asso- 
ciates. The National Association of Public Health Policy and the 
Maternal and Child Health Council of that Association is pleased 
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number of deaths under the age of 1, the March of Dimes believes 
that this bipartisan legislative initiative will go a long way toward 
tafity of a national policy aimed at reducing infant mor- 

We applaud the bill's sponsors, Senator Lawton Chiles and Sena- 
tor L'oyd Bentsen, as well as my two Senators from the State of 
Michigan, Senator Riegle and Senator Levin for their cosponsor- 
ship of the bill. We congratulate you for calling this hearing today 
to look at the causes of infant mortality and the programs aimed at 
lowering the occurrence of infant mortality. 

We have heard a lot about the issue this morning, and we 
should. Infant mortality is a serious problem in the United States. 
Out of every 1,000 infants born in this country, 11 never live to see 
their tirst birthday. In some sections of the country, this rate is 
twice as high. 

My home State of Michigan is one of the few Northern States 
which has an infant death rate above the national average In 
Michigan, the infant mortality rate is almost 12 per 1,000 The 
black infant death rate still remains at over 23 per 1 000 and in 
parts of the city of Detroit, it has been as high as 33 per 1 000 
which IS triple the national average. 

Infant mortality in the United States is not a new problem. To 
help tackle the problem the March of Dimes has played a leading 
role in organizing medical care for high-risk mothers and babies 
through regional intensive care nurseries; in providing equipment 
and staff training to put centers into operations; and in setting up 
communication and transportation systems to link small communi- 
ties to major facilities. 

The March of Dimes has also helped by eliminating duplication 
ot services and of technobgy and personnel. 

The prevention of low birth weight would contribute significantly 
to .le reduction of infant mortality in the United States. Over 3V2 
miUion infants are born annually. Nearly 7 percent, or 250,000, are 
born weighing less than SVa pounds, which is whot we describe as 
low birth weight. 

Low birth weight is a leading factor in infant mortality. It is the 
greatest cause of death in the first year of life. A low-birth-weight 
infant is 40 times more likely to die in the first month of life than 
a larger infant. 

Low-birth-weight '.ifants who survive are twice as likely to suffer 
one or more of the following handicaps: deafness, blindness, learn- 
ing disabilities, cerebral palsy, epilepsy, chronic lung problems, and 
mental retardation. 

The cost to care for these infants and children is enormous 

The National Institute of Child Health and Human Development 
estimates the direct costs alone for neonatal care for these infants 
exceeds $2 billion annually. 

Preventing low birth weight is an approach considerably ,ess 
costly, both socially and economically, than additional investments 
in the neonatal intensive care. So how can we prevent low birth 
weight and thus lower the infant mortality rate in the United 
btates.' 

The overwhelming weight of the evidence is that prenatal care 
reduces low birth weight. This finding is strong enough to support 

ER?C 2.95 



209 



to be here and to briefly summarize our testimony. I brought along 
with me two maf,azine articles.* They look very different: Ladies 
Home Journal, and Scientific American, appealing to diTerent au- 
diences, but surprisingly both tailing about the same thing. Why 
in the United States are we losing so many of our babies, and why 
are we dooming others to long lives of disability? 

One takes a very highly personalized approach in many accounts 
of these problem}. The other is looking at statistics, trends, and 
issues of debate within the scientific and medical community. But 
surprisingly, both present many positive and constructive solutions. 
Solutions are available. 

I would like to focus on three areas. The first is the need for the 
Commission; the second is potential ways in which it might go 
about its business; and the third is what might be some of the ac- 
complishments of the Commission, were it established. 

The purpose of w .e Commission is to look at the effectiveness of 
Federal, State, and local government policies and programs, and 
also to look at contributions at private interests and individuals 
could make to solving the low birthweight and the infant mortality 
problem. 

Dr. Richard Smith, my colleague from Michigan, has been part of 
the solution, and I am glad that he pointed out the difficulties that 
we had in our State when infant mortality got very bad, and it still 
is in our State. 

There may not >*e a "good time" to address this problem. Michi- 
gan, when our infant mortality rates weat up, had the worst deficit 
of any State in the country. Our GoveniO^ was committed to bring- 
ing that deficit to zero, which he did, and we have had a balanced 
budget for 2 years. But he also wisl:^' to address the infant mortal- 
ity problem. He found that this was also possible and that he could 
achieve these two objectives simultaneously. 

One of the ways he did that was to bring together tho public and 
the scientists together in a forum. We called it a Task Force on 
Prenatal Care, out it had the same effect. It educated the public. It 
brought scientists and their solutions into the legislative arena. A 
package was hamiijered out, and came out with the Prenatal 
Care Program, a gap-filling prifirram with o cementmg legal struc- 
ture which made the varioi' -*velR of government work. I > > ?11 
elaborate on that in just a r 

I think that the Federal ^icii could well provide 8uc\ a 

forum for public education ■ crafting the kinc of broad, bi- 

partisan solutions we need i:, jreas this problem, because aft-er 
all, children aren't born Republican and Democrat Tl^ey are citi- 
zens of the country. They \ ote for county commissioners, but they 
also vote for President of t\e United States, and both parties and 
all levels of government ne» J to be stronger in working on this 
problem. 

What about areas of inves tigation? I don t think that we should 
do "just another study". There are plenf" -vailable. What are some 
of the headlines from these studies? B ^mith mentioned the out- 
standing work at the National Acade^ny of Sciences. They are 
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Ehf^w^^., ^*f^ ""^'^ and eliminating the problem of low birth- 
w! ''V^ ""^^l ^'^bies coming into our 

fS^^HnS^L'^^" do something about that, and the Michigan solu- 
tion adopted a gap-filling approach. We are using our Federal re- 
sources. Medicaid title V, PCH, and others, but we found that 
there were some low-income women that couldn't quality for Med- 
icaid and didn't have their own health insurance. 

But they were low income. So our Government is going to pro- 
^de some financial assistance for prenatal .are for these women. 
Hut we als^) are going to make available access to care for women 

^ SplinT p '"'"^ii-" °' f^""- that fall above the income 

guidelines. Even Medicare patients sometimes have a problem in 
tinding a source of care. 

°r ^ ^'y®^- experimental basis. Here is a State that is a 
laboratory for experiment£.tion. Can we weave this web of Federal 

h3T'H^^'*^'- ' S^P^' ^"'^ ^ith the State legislation of a 

basic health service, assure prenatal care? We think that we can 

thSd^larSiin"'^ "^^'^ ^ determination this March as to 
The Southern Governors have testified they have made several 
u^/Tf*^ ^"'^ recommendations, and I think they ought 
ShSiw^ ^\ \° see whether or not we can maybe move into 
other States and localities around the country 
thf.'^nfS^ffiw^"'" °- Children's Defense Fund has examined 
ir-^y^? i. It promise of many of our Federal health programs, 
and I think the feehng is that perhaps some of these programs are 
redly not designed to reduce low birthweight and infant SoSfty 
iif^iL V, ™: u"* * r^y. ^ working at cross purposes. Their 
proniise has not born fruit. But maybe with some changes, perhaps 
there is some hope that they can work. 

Should the Medicaid Program be restructured? We have another 
report on that Should it be broken down into preventive health 
components and continuing care? 

HnSif^l *^ f ''■'■^ rationale presented in another study for 
r«^siHP T^?""! 'T^ °^ emphasis on the preventive health 
PrSnLty Outeoma ^ad a program called Improved 

^Senator Durenberger. Are you getting near the end of the state- 

Dr. Taylor. Yes, I am. 
Senator Durenberger. OK. 

Dr. Taylor. They a- e very close to saying that this was effective 
in reducing infant de,»ths. 

But it has been terminated. Should we revive it in some form"? 
Ihere are many avenues of investigation that might bear fruit. 

Accomplishments: I think the idea that a national policy might 
be enacted to make low birthweight and infant mortality a priority 
would be a major accomplishment. There should be an administra- 
tive and legislative framework for doing this 

"Intergovernmental Options, a Feder- 
al Report for Reducing Infant Mortality," many good suggestions. 
Can we put these recommendations into effect"? 

Senator Durenberger. Who did that? 
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Dr. Taylor. This was done by contract to the George Washington 
University, but it is a Federal report. It points out all the eligibility 
problems. 

Senator Durenberger. Who owns it? What department? 
Dr. Taylor. Who owns it? Health and Human Services? 
Senator Durenberger. The date? 

Dr. Taylor. The date on it? This is a 1984 report. The conference 
was held September 13, 1984. 
Senator Durenberger. OK. 

Dr. Taylor. None of these recommendations have been put into 
etfect at this point. 

At the Federal level, we had leadership for many years through 
the Children's Bureau. That has stopped. I think to strengthen the 
Federal Government, we need an administrative unit concerned 
with the wellbeing of children. 

States can do planning, and I think a lead State agency should 
be appointed on infant mortality. The local level should be the 
final arbiter of care. Intergovernmental solutions are needed. 
TTiere are many success stories. 

I won't go into them. They are in my final statement. I want to 
conclude by saying we are pleased to support this bill. 

Senator Durenberger. Thank you all very much. Let me turn to 
Luanne and Sara as the pediatrics has been referred to in Dr. Tay- 
lor's testimony. Could you give us some examples of where the cur- 
rent failures are in MCH? Take the various Social Security titles, 
which is our effort to do something. Where are we sort of misdir- 
ecting or mistargeting our resources? 

Ms. RosENBAUM. TTie article that Jeffrey Taylor is referring to is 
a law review piece that I wrote a couple of years ago, which exam- 
ines a variety of Federal grant-in-aid programs. What I found was 
that putting aside some very serious deficiencies that can only be 
corrected by the kind of Federal legislation that you have spon- 
sored, there are a multitude of implementation and administrative 
issues that could be rectified by States tomorrow raning from the 
eligibility levrls at which Medicaid Program is established to the 
benefits that are covered. 

l,uanne referred to the problem of Medicai(' ineligibility for 
women earning the minimum wage in Minnesota. That can be 
easily remedied by Minnesota. The State can, any time it wants, 
raise the eligibility levels for its program. 

Another basic issue is where a woman and her infant get to 
apply for Medicaid. Instead of moving the application areas out 
into local public health departments and places where people conie 
from health care, women are made to travel sometimes many miles 
to a separate welfare department to apply, for no reason. Nothing 
in Federal law prevents the strategic location of the application 
center. Moreover, at the time that a woman applies, no one is there 
really to assist her to apply for related programs that she may also 
be eligible for. 

There are, of course, some needs, such as those which your Med- 
icaid legislation addresses, that we can't correct without a Federal 
statutory change. But there are other examples, improvements 
that States can make now. For example, about 13 States now place 
very stringent limits on the number of in-patient hospital days 
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they will pay for Medicaid recipients, which has a profound impact 
on high-risk infants. States could choose instead to pay for all 
medically necessary care. 

We have talked a lot about the cost ineffectiveness of neonatal 
' echnology. It should be pointed out that there are a lot of data on 

3 neonatal effectiveness of technology because much of the tech- 
nology has reduced long-term handicaps. 

With respect to title V, the threshold problem is that it is a tiny 
program. I was doing some math while we were talking. I took the 
6 million uninsured women living below the Federal poverty level 
and divided that number into the $400 million title V dollars that 
go to States for everything, not just maternity care. That is about 
$600 per woman, which clearly might cover prenatal care, but cer- 
tainly not a hospital delivery, recovery rve know that only a por- 
tion of title V funds go to maternity care. 

Beyond that is the issue that has been raised, of among many 
States, tendency to simply shove title V dollars out the door. 

Senator Durenberger. The manure spreader we were talking 
about earlier? 

Ms. RosENBAUM. Yes; without really talking about what they 
want to accomplish, what other services are not provided by other 
programs. There is a general failure to target. GeneralW, I found, 
in my own research, a tremendous shortcoming in how services are 
established in the comniunity and integrated, so that people who 
rely on the volatile Medicaid Program for their eligibility, especial- 
ly the working poor, are left with nothing. For example, we have 
prtgnant women who, because of the changes that we have made 
in AFDC and Medicaid coverage for the working poor, suddenly 
find themselves in the seventh month of pregnancy without a Med- 
icaid card. Instead of having some sort of supplemental program 
that can pick that woman up and keep her with her obstetrician, 
we are finding .uat— and this has come out of our Mississippi 
office, especially— the obstetrician says to the woman, "Well, we 
are sorry. If you find some money between now and when your 
baby is due, come on back, out we are terminating our coverage 
and your services now." 

There is a panoply of implementation problems that unf ,itunate- 
ly, never dies. It is nuts and bolts, nitty-gritty issues that never get 
paid attention to by national commissions. 

Commissions tend to deal in global matters, and it is the old "for 
want of the nail" story. I urge you, in thinking about the mission 
of this panel, to not only concentrate on the big picture items; that 
is, who has health coverage and who doesn't, which I think is fun- 
damental to solving the problem, but where are services located? 
How are applications processed? How are women assisted? We 
have States where women are handed 40-page applications, when 
the only thing the State needs to know is how much money the 
woman makes and whether she is pregnant in order to decide if 
she is eligible for Medicaid. 

Those are just as important, and of course, they go to the heart 
of what we all mean when I think we talk about coordination of 
services. 

Senate^ Durenberg?:r. I think I had a hard time this morning 
getting up and looking into the Washington Post, and there is this 
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full-page ad by Planned Parenthood on title X problems. My prob- 
lem was that because the three Members of Congress and perhaps 
others took it upon themselves to try to get rid of^I don't want to 
start characterizing this. It is a very controversial subject — but a 
lot of dollars, Planned Parenthood took a lot of dollars that should 
have gone into counseling. 
Ms. RosENBAUM. That is right. 

Senator Durenbf-^.ger. That they had to use to influence Sena- 
tors and Congressmen. And I just shook my head, because I know I 
am coming to this thing today to deal with these real problems. I 
said, "My God, what a misuse of resources." 

Yet, if I say that, someone will think I am dumping on Planned 
Parenthood. The reality is no, I am dumping on a system that is 
still too tightly controlled by politicians and not controlled by 
people who really, down at the local level, would like to be in that 
one-on-one business of dealing with the opportunity of motherhood. 

Ms. RosENBAUM. We face that all the time. At CDF, we have 
spent the past half dozen years on the very basic question of who is 
going to pay. We haven't been ab^e to get to issues of quality and 
targeting, because in a dozen years, it has t^^ken the combined re- 
sources of our organization just to dr ^e home again and again that 
there are 6 million women and about as many poor children who 
have no way to purchase health care and two-thirds of whom aie 
probably working or in working families. 

Senator Durenberger. Let me ask the two people from — and I 
am not going to avoid Luanne, but her statement was so terrific, it 
stands. I forgot the hook 1 was supposed to hang the question on. 

Ms. Nyberg. That is OK. 1 will catch you later. 

Senator Durenberger. One of the things we know in Minnesota, 
as reflected in Ms. Nyberg's testimony, is that the advent of compe- 
tition and consumer choice gives us both an opportunity at some 
temporary problems. The opportunity comes in the fact that, as 
Ms. Nyberg said, everybody in this country ought to have access to 
a prepaid health plan, so that it isn't a matter of certain people 
can go to these hospitals and certain people can go to those hospi- 
tal I don't know what the implication was. But when Marion 
Barry said, ''Well, this was nice, but you should have been some- 
place else," one of the implications 1 got out of that was that there 
are more people with serious problems, maybe at a different hospi- 
tal in this community. 

That is not the way 1 think you are implying that we ought to 
look at this. I mean, 1 ought to have a card in my pocket that says 
what my health plan is, and he ought to have that same kind of 
card, and the folks in Anacostia ought to have that same kind of 
card. When they show up in whatever hospital, they will get the 
same level of care, same quality physician and so forth, because 
you can't tell whether they are Medicaid, employed by the Govern- 
ment, retired Medicare folks or whatever. 

The problem is how do you get to that, and the only way you are 
going to get to that, of course, is if politicians make decisions to fi- 
nance access for everybody in this country to those kinds of health 
plans. 

In various parts of the country, we are experimenting, if you 
will, with accessing the indigent to health plans. As Luanne point- 
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ed out, we have made a decision, because we have all these elderly, 
to put 36 million of those, eventually, into private health plans. 
But^ the resistance at the local level of doing that is, ^'V/ell, we 
don't L^ve the money to do it. We have the money to run these 
public hospitals somehow, but we don't have the money to buy 
people into health plans." 

I am wondering what the realities are in, let's say, a place like 
Hetroit or southeastern Michigan. It is probably a tough transition 
irom having all of these hospitals and not knowing what to do with 
them to a situation where you don't put money in the hospitals, 
you put them into health plans. 

Is there a growing cognizance in southeastern Michigan in tlie 
State of Michigan? 

Dr. Smfth. I will answer that. 

Senator Durenberger. Maybe we ought to be buying people into 
health plans and let the plans work. 

Dr. Smith. I think you certainly have to begin to provide serv- 
ices. There has been a lot of talk this morning that technologj' 
can't do any more to lower the infant mortality rate. If you look at 
the graph infant mortality declined for two reasons: one, you had 
dollars being spent by the Medicaid Program; and two, the technol- 
ogy needed to care for low birthweight infants has improved. 

Hiat is what caused the steep decline. Now we see that there are 
other factors to be addressed. The number of dollars that the Fed- 
eral Government has "oeen spending for Medicaid hasn't changed 
too much? ^f anything, they are just marginal dollars. They are 
getting the job done, but just barely getting the job done. As some- 
body else already has spoke to this morning, there are physicians 
who cannot truly run a practice without the marginal dollais being 
supplied by the Medicaid Program. Although the dollars are there 
and have been effective through the years, the effectiveness of the 
dollars is dwindling. 

As has been pointed out through a study by Dr. Jeffrey R. 
Taylor, every dollar that we invest in prenatal care services, saves 
$4 to $6 dollars on the cost of caring for low birthweight infants. If 
we choose not to spend that type of money or to make that type of 
investment in prenatal care and access to services, then we will 
continue lo lose money in the long run. It will be a drain on the 
system. 

We do need to provide services to women who are pregnant. If 
they are pregnant they are going to show up in a labor area some- 
whei^. We should be concerned with the condition of their preg- 
nancy. 

Senator Durenberger. I think we are going to have to get 
moving he»-e. I thank you all very much for your testimony, and 
am very grateful, particularly to CDF in the work that you are 
doing in raising the visibility of this issue and to those of you ivho 
came all the way from Michigan. I am grateful. 

[The joint prepared statement of Ms. Rosenbaum and Ms. Nyberg 
and the prepared statements of Dr. Smith (with responses to writ- 
ten questions) and Dr. Taylor (with responses to written questions) 
follow:] 
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Mr. Chairman and Members of the Subcommittee: 

The Children's Defense FXind is pleased to have this 
opportunity to present testimony today on S.1209, which 
would establish a National Commission to Prevent Infant 
Mortality, we are grateful that you, Senator Chiles, 
the chief sponsor of this bill, and all of the bill's 
co-sponsors have brought to federal lawmakers' attention 
the need for a strong national presence in the effort to 
reduce infant mortality. 

The Children's Defense Fund is a national public 
charity creaced to provide long-range, systemmatic advocacy 
on behalf of the nation's poorest children. Through 
research and policy analysis and advocacy it all levels of 
government, we attempt to place children's needs higher on 
the public agenda. The issues with which we are chiefly 
concerned include child health, child development and day 
care, child welfare, education, and adolescent pregnancy. 

Since its inception, the health division's central 
concern has been ensuring that all children and pregnant 
women, regardless of family income, have access to compre- 
hensive, high quality health care. We have sought to 
achieve that goal by advocating for reforms in governmental 
programs that finance or provide health care to poor and 
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otherwise uninsured families. Recently we have also begun 
to examine issues relating to private health insurance 
coverage for poor workers anJ their families. 

In 1984, CDF initiated a special health project in 
Minnesota. We did this for two reasons. First, the 
Minnesota project is part of CDF's ongoing efforts to 
improve state and local health programs for poor children. 

Seccnd, we were quite intereste in determining how a 
state such as Minnesota, with its extremely sophisticated, 
corporatized medical care system, has chosen to deal with 
that portion of the population that is nei'rher insured nor 
financially well enough off to afford the cost of entry 
into thct system. Minnesota is a national leader in its 
commitment to cost containment and competition in health 
cure delivery. Thus, how the state has chosen to address 
the problem of financing and delivering healt.^ services to 
the medically indigent is of particular importance and 
interest to us. There exists a general pressing need 
to solve this problem, but that need is heightened in a 
health care climate such as the one in Minnesota, in which 
a highly businesslike approach to health service delivery 
is undoubtedly placing special pressures on health 
providers and insurers to reduce the volume of uncompen- 
sated care they provide. 

In our testimony today we will present an overview of 
national statistics on maternal and infant health and will 
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review data regarding poor mothers and chUdrens' access 
to health care, we .lU also present this Committee with 
information regarding what we have learned to date about the 
maternal and infant health status of low income Minnesota 
families and their access to health care. Finally, our 
testimony concludes with recommendations regarding the work 
of the National Commission. 

The United States can proudly claim one of the world's 
finest healfh care svstems. American doctors daily perform 
miracles that are virtually unmatched. indeed, nowhere 
have these miraculous strides been more evident than in the 
area of infant health. From 1965 to 1979, according to the 
Congressional Research Service, the nation's infant mortality 
rate fell by nearly half.l Final mortality statistics for 
1983 indicate the lowest overall infant mortality levels in 
United States history. 2 

However, while we have made great strides, there is 
cause for grave concern: 

o Over the past several years, the nation has experienced 
a slowdown in the rate of decline in infant mof^^ !ty 
II J o to Dr. Edward Brandt, former Assis- 

tant Secretary for Health for the United States 
Department of Health and Human Services, -slowing to 
this degree has not been observed since the plateau 
in infant mortality between 1955 and 1965. "3 
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Prenatal care is strongly associated with infant 
mortality. Babies born to women who received no 
prenatal care are three times more likely to die in 
the first year of life and are at far gredter risk 
for developing lifelong handicapping conditions.* 
Yet between 1981 and 1983, the nation experienced 
two years of successive^ increases^ nationally in the 
percentage*©!" women" receiving"!^ no prenatal 

care. 5 Furthermore, Sil}SS^^222* nation has 

experienced no improvem'^n^^ln" the percentage of 
women beginning care early in pregnancy. ^ 

While our overall infant mortality rate continues 
to decline, albeit slowly, data on mortality rates 
for infants between ages one month and one year are 
profoundly disturbing. Between 1982 and 1983, -*^e 
post-neonatal mortality rate among Black infants 
increased by three percent nationally?' among 
white infants, there was no decline in the 1982 
postneonatal mortality rate.^ Noting this trend in 
December, 1984, Dr. Brandt observed that "postneonatal 
mortality has been regarded as most susceptible to 
preventative efforts, and a rise in this mortality 
rate is a serious concern. 

Black infant mortality continues to be almost twice 
that for white infants. 1° When Black infant deaths 
by cause are compared to white infant deaths, the 
discrepancies are truly startling. In 1983, Black 
infants were 3.4 times more likoly to die from 
disorders relating to short gestation and low birth- 
weight? three times more likely to die from pneumonia 
and influenza? 2.1 times more likely to die from 
maternal complications from pregnancy? 2.1 times more 
likely to die from Sudden Infant Death Syndrome (SIDS) ? 
2.0 times more likely to die from respiratory distress; 
and 1.7 times more likely to die from infections during 
the perinatal period. In 1981, had Black infant 
mortality rates been as low as those experienced by 
White iniants, CDF projects that 5598 fewer infants 
would have died.^^ One national expert has estimated 
that in 1980 approximately 22,000 preventable infant 
deaths took place, while Blacks accounted for only 
seventeen percent of the United States population in 
1980, Black babies iccounted for sixty percent of all 
preventable infant deaths that year.l'' 

Perhaps most disturbing is the fact that a large 
portion of preventable infant mortality in Ameiica, 
as has been noted *L»y Dr. Brandt and most recently by 
thib Administrution in its recent report, Black_and 
Minority Health, is occurring among lull-term. 
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h 14^ J weighing more than 5.5 pounds at 

birth. i« Indeed, one expert has estimated that 
thirty-eight percent of the infants who died i 1980 

Se'tend'to'L"- '^'^ fuU weigitf?^ 

We tend to think of infant mortality as a proble;n 
emanating solely fro- low bir' .eight and prematurity, 
but in fact, a substantial porcicn of che nation's 
inr!^i ""orti^lity problem is presently occcrring among 
normal weight infants. ^ ^ 

These disturbing facts underlie the na'rion's current 
infant mortality rates. Because our rate of progress in 
reducing infant mortality is so slow, both we and the 
United States Department of Health and Human Services have 
projected that the nation will fall far short of the nation's 
modest 1990 goals for improv . g infant health. Th«e goals 
were set by the Sure General of ti ^ United state, in 1979 
and reaffirmed by th j ^ Administration in 1984.16 y^ey 
include the 'ol lowing: 

o By 1990. r.inety percent of all pregnant women should 
receive prenatal care in the first thre • monthl of 
pregnancy. 

o By 1990, no more than five percent of i .cnts should be 
born at low birthweight, and no more tnan nine percent 
of infants from any racial or ethnic subgroup should be 
bcrn at low birthweight. ^ ^ snouia be 

o By 1990, infant nortality rates should not exceed 

9 deaths per 1,000 live births, and .nfant mortality 
rates for racial or ethnic subgroups should not exceed 
12 deaths per 1,000 live births. 17 
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Yet by 1985, it has become clear that these goals will 
elude America: 



o *lnv j..'»tion's rate of progress in improving pregnant 

woman's access to early prer.^tal care is so s^ow that, 
unless our anusl rate of progress improves by 600 
percent per year between now and 1990, we will not 
meet the iurgeon General's goal for prenatal care. 
For non-white women, the annual rate of progress must 
improve by 700 percent per year in order to meet the 
goal. 18 

o Th annual rate of progress in reducing the number of 
infar.ts born each year weighing 5.5 pounds ox less is 
equally disappointing, "nless the rate of progress 
improves by 300 percen*. each year, the nation will not 
meet the Surgeon Genrral's goals. 

0 Progress in reduc^^g the number of Black infants who 

die each year is slow that the nation would have to 

boost Its annual r.U*? c. progress by 170 percent each 

year to meet the Sut^con General's goal. 20 



The nation's rate of progress in meeting these goals is 
literally a matter of life and death for thousands of babies. 
Between now and 1990, 22,000 babies will die in America, 
primarily because they were born too smal"* to survive. 21 
Many more will be handicapped for life. We can prevent 2,700 
of these deaths — one out of every eight — simply by making 
sure that expectant mothers receive adequate prenatal care. 22 
Another 13,800 deaths in whicS low birthweight plays a major 
role may be reduced if mothers receive early prenatal care. 23 
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|2V|ltyj.The_ Single^ Great est Cause Underlyinr the 
!?liiPl!«s^Pppr^Jn|ant_He|TtVstatl^ 

Experts point to numerous factors that influence the 

health outcomes of infants. We believe however, that 

poverty is the single greatest factor. Poverty virtually 

destroys a family's ability to obtain needed health and 

related services. The social isolation and absence of 

supports caused by poverty leave in their wake illness, 

death and a lifetime of handicaps for a disproportionate 

number of children born to disadvantaged families. 

Poverty is strongly associated with poor health amoncj 

children. 24 p^Qj. children face an increased risk of low 

birthweight, neonatal and postneonatal mortally, and such 

disabilities as retardation, cerebral palsy, autism, vision 

and hearing defects, and developmental delay. 25 

Many of the underlying causes of death may emanate 

directly or indirectly from poverty. For example, recent 

evidence suggests that Sudden Infant Death Syndrome (SIDS) , 

now a leading killer of infants aged one month to one year, 

is associated with elevated levels of lead m a baby's 

bloodstream. 26 Elevated lead levels oose particular 

problems among lower income children. 

Moreover, poverty is associated net only with a 

greater propensity tc^ard illness and handicap but also 

with a greater seventy of illness when illness patterns 
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between poor and non-poor children are compared. Thus, 
for example, a cold that afflicts a poor infant is mo 
likely to develop into a deadly respiratory infection 
because of inadequate housing, poor nutrition, and lack of 
access to medical care. 

Poor pregnant women ^ id infants are in far greater need 
of comprehensive cal and related services. Yet many low 
income families are unable to get the medical care they need 
because the poor are pervasively uninsured. Indeed, two- 
thirds of all uninsured Americans are poor or near-poor: 

o One in every seven American women of childbearing age 



bearing age with annual lamliy^lncomes below federal 
poverty levels have no health insurance. 28 Among the 
nation's very poorest women of childbearing age — those 
with family incomes of less than $5000 — thirty-nine 
percent are uninsured. 29 

o Poor children are over-represented among America's 

uninsured. While children comprise only 17.5% of the 
U.S. population under age 65, they make up 36% of 
America's 35 million uninsured persons under age 65.^0 

o In 1984, twpjthirds_pf_6ll_poor children lived in 

families In wTiicTi at least" one^lamiTy'member was in the 
work force for all or part of the year. 3^ Yet only 
16% of poo children are privately insured for a full 
year, and only 33% have any private health insurance at 
all. 32 Thus, unlike adult Americans, there exists 
IHtle relationship between the employment status of a 
poor child's parents and that child's private health 
insurance status. 

o Medicaid is the nation's largest public health program 
for low-income children and pregnant women. Yet in 
1984, the average state Medicaid eligibility level for 
a family of four with no other income was S319.00 per 
month — J8%_pf_the federal_poyer ty level. ^4 Morpover , 
eighteen states" still" 3o" not provlae"?ie3ica id to pregnant 
women in two-parent wor king f ami lies , no matter how 
poor they are. 35 
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Furthermore, there exists extensive evidence that the poor 
uninsured use substantially less medical care than tbeir 
i nsured counterparts . 



o Studies comparing the v e of hospital and outpatient 
medical care among individuals in fair to poor health 
found that the uninsured sick received 50 percent less 
hospital care and /5 percent less ambulatory nonphy- 
sician services. 36 

o In its 1982 stud' of Americans' access to health care, 
the Robert wood ^^.inson Foundation found that one 
million families were refused care when they sought it 
because they were unable to pay for it. ITie study also 
found that the poor were almost twice as likely as the 
non-poor to be unable to obtain any care. 37 

o A federal study examining the health status and health 
care utiliza'-ion patterns of uninsured widows and 
children re^^triving Social Survivors' benefits found that 
while children in these families were twice as likely 
to be sick than those in the general population. 38 

o Researchers at the National Center for Health Statis- 
tics found that * ad justing for health status , the poor 
received substantially fewer services than the non- 
poor. Disparities in the use of important preventive 
services were particularly striking; low-income women 
were less likely to receive prenatal care, Pap smears, 
and breast exams, and y ng low-income children were 
less likely to be immun*. d.39 



Because private insurance coverage of poor children is 
so inadequate and the public insurance "safety net" for 
children is so tattered, access by pregnant women and infants 
to comprehensive prenatal ana pediatric care (including both 
medical care, nutritional supplements, and health education) 
is seriously threatened. As cutbacks and cost containment 
efforts among both public and private insurers have increased 
in the past several years, access to necessary outpatient 
and inpatient care has become increasingly threatened. 
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o The health needs of the uninsured are putting a heavy 
cost burden on hospitals: according to information 
collected by the National Center for Health Statistics 
as part of its annual National Hospital Discharge 
Survey, about a half million women who delivered babies 
in hv spitals in 1983 were uninsured.*^ 

It has been estimated that 40 percent of all hospital 
care for uninsured patien. s involves obstetrical cases# 
and that this care adds up to over $1.5 billion per 
year in hospital charges.*^ 

o The number of uninsured obstetric and pediatric cases 

IS so high that according to a recent staistical profile 
of the source and distribution of uncompensated care in 
American public hospitals, one out of every two white 
newborn females will be uninsured. In western hospitals^ 
two out of three white newborn female infants wil be 
uninsured . 



Even more ominous is the fact that certain uninsured 
newborn infants are among the most expensive charity care 
cases that a hospital can treat, thereby increasing the 
pressure on hospitals to stop providing services to these 
babies. At Dne hospital* for example, high risk newborn 
infants represented only one percent y^f all uninsured 
patients but nearly 20 percent of the facility's uncompen- 
sated care charges. An average hospital bill for a high- 
risk newborn in Georgia exceeds $llr000r and yet high-risk 
babies are inore likely to be born to women who, because of 
poverty, lack health insurance and are the least able to 
afford the cost of care.** It is the very poorest and 
least insured babies who are in the greatest need of care 
and who ultimately may be the least able to get it. 
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Given the pressures for cost containment and the large 
costs associated with caring for medically indi^,nt women 
and children, there exists a rea] danger that hospitals will 
begin to reduce the amount of indigent care they furnish. 
There are already warning signs of this trend. Between 1981 
and 1982, 15 percent of hospitals serving large numbers of 
poor patients adopted specific limits on the amount of 
charitable care they would provide. ^5 gome hospitals, 
apparently i.j response to the high costs involved and the 
large numbers of children who cannot meet them, have cut 
back on the newborn intensive care services they will 
provide to anjf children. 46 ^hese trends indicate that 
the cost of caring ' r uninsured children can indirectly 
const-rict the availability of services for all children. 

Moreover, a study recently conducted by the American 
Academy of Pediatrics reveals a substantial increase in the 
number of patient referrals by hospitals to other hospitals 
for economic reasons. '•7 Qf one? hundred and eleven 
hospitals responding to the Academy's nationwide survey, 
twenty-six percent reported an increased number of 
referrrals to other institutions. Of these half gave low 
or exhausted Medicaid payments as the reason, while two 
identified a total lack of insurance as the reason for the 
t ransf er . ^8 
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Reductions in specialized hospital care for women and 
children are dangerous for even deeper reasons. Between 
1965 and 1979, Infant mortality rates declined by more than 
40 percent in the United States. These dramatic declines 
were not the result of more preventive health care and the 
birth of healthier babies, buc instead resulted from the 
development of very specialized lutenc^ve infant care 
hospital services that now permit us to keep babies alive 
who would certainly have dud twenty years ago. 49 while 
the number of babies in need of such rare is not declini g, 
these special services are in danger of shrinking, and the 
number of babies whose families cannot afford to pay for 
them is growing. 

III. ifcess^ to_Health_Seryjces_and^Heal^ Care Status of 
Poor^MlnneioIa^Pre^nant^Wo^ 

Minnesota has an excellent health care system, and we 
have healthy people as well — Minnesotans live longer than 
anyone el«e in the forty-nine continental states. We 
have research specialists ^t the Mayo clinic and University 
of Minnesota, fine public and private clinics and hospitals, 
and no shortage of providers even in ou. rural areas. We 
are a leader in the restructuring and refinancing of health 
care to achieve cost containment. In the Twin Cities metro 
area, where half the state's population lives, between 
thirty-five and torty percent of the people are enrolled in 
nealth mantenance organizations CHMOI compared with twelve 
and fifteen percent of the insured in such plans nat lonilly . 48b 
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Yet despite these imprftssive statistics, Minnesota's poor 

and near-poor mothers and children face serious health problems. 

o Infant 'jortality actually rose in Minnesota from 9.4 
deaths per 1000 live births in 1982 to 9.8 in 1983. 
This rise may reflect the recession of 1982 which hit 
Minnesota harder than economic setback since the 
depression . 

o The disparity between Black and white infant mortality 
rates is greater in Minnesota than for the nation as a 
whole. While the national Black infant mortality race 
is slightly less than twice the white rate, in Minnesota 
it is more than twice as bad — 22.7 deaths per 1000 
live births among Black infants versus 9.8 deaths per 
1000 for white babies. Moreover Black infa " mortality 
rates in Minnesota are above the national average. *8d 

o A high percentage of Minnesota's pregnant wmen receive 
little or no pernatal cere. In 1983, twenty-two percent 
of all pregnant women failed to begin care until their 
second or third trimester or not at all, and the prenatal 
history of another eight percent are unknown. 
As many as one-third of our pregnant *#omen may not be 
getting critical first triiiiester prenatal care. 



This fall, the Children's '^^fense Fund's M..nnesota 
Project went out to the urban neighborhoods and rural 
communities of the state to hear from hands-on providers 
and families and to learn about families' access to health 
care. We asked about unmet needs and wnat should be dene. 
This is what we learned: 

o Minnesotrins are pround and have a strong tradition 
of taking care of themselves. We are used to going 
without rather than asking for help. Ye jur iron 
range decline, the rapidly changing economy* and our 
farm problems have removed many families' usual 
access to health care. 



We learned about Jim, his wife Laura, and their children. 
Jim was laii off from the iron mine in 1982. He paid for 
the family's insurance out of his unemployment check as long 
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as he could, but that finally ended. Laura got pregnant m 
late 1983 — they also have a 14 year old. Pickily, a 
Minnesota foundation had given the local hospital a granc 
that paid for their daughter, Karen's, delivery, but that 
grant is gone now. The financial pressures on Jim and Laura 
are great. They need counseling but have stopped going 
because the bills (which began coming when the local mental 
health center had federal funding cut while caseloads sky- 
rocketed) cause more fights. Karen, now 16 months old, has 
a limp. She needs to be evaluated for an orthopedic problem 
and Jim thinks she will need surgery, but they have not 
taken her to a physician because they do not have the money. 

Recently Jim has found a new ]ob . He works 12 hours a 
day and makes S900 a month, but the 30b provides no health 
insurance for the family. His wife blames him for not being 
an adequate breadwinner because they do not have medical 
coverage. His final statement at our hearing was, "I haven't 
seen a dentist in two-and-a-half years. All that good preven- 
tion that was done when I had the HMO is down the drain." 

o Pregnant women are going without prenatal care because 
they simply do not have the money. The public health 
nurse in one county ^ust learned of a family in which 
the wife is seven-and-a-half months pregnant. She has 
never seen a doctor and plans to have the baby at home 
because they have no money to pay. 

o Last year a young woman in Southern Minnesota, working 

full time at a minimum wage 30b, found herself pregnant, 

had no health insurance and no prenatal care. Her baby 
came early and subsequently died. 
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In some communities, doctors are requiring cash payment 
from any family who has an outstanding bill. We heard 
cf cash required from both pregnant women and parents of 

sick children. A public health nurse in & suburban 
county could not get any doctor in that county to see a 
sick child whose mother had no cash. The closest access 
point was 40 miles away in inner-city St. Paul. 

Five-year-olds coming in for school-entry immunizations 
have not seen a doct*^ since they were six months old. 
Only sick emergencies get presented to the doctor. 
School nurses treat rearing problems because families 
have no money to take a child with an earache to the 
doctor. 

Two state-funded screening programs cannot fulfill their 
legislative purposes because they are unable to ensure 
treatment for conditions detected by screening. Many 
families have no way to pay for the treatment. 

In northwestern Minnesota, untreated d-ntal problems 
in children have gotten so bad that one child has 
actually required hospitalization. Yet one little 
boy had to wait three months to be admitted because 
the f&mily had no form of payment until the father 
was laid off in the fall and became Medicaid-eligible . 



Man^_ families^are uninsured 

o The families of seasonal workers (resort, timber, 

agricultural, and so forth) have coverage pehaps three 
months a year. 

o Farm families are often uninsured or have very high 
deductibles. Among three farmers around a table a 
few weeks ago, two carried a $2,500 per person deduc- 
tible, and the other had a $1,000 deductible. Given 
the fact that many farm families have no cash income, 
not even enough for basic food, anything but medical 
emergencies goes by the wayside. 

o Part time and minimum wage workers have a very poor 
chance of getting insurance even for themselves, 
and dependent coverage in those situations is almost 
unheard of. 

o Self-employed workers and people who own or work in 
S'nall businesses are ofter uninsured. The small 
businesses in the farm communities are hurting along 
with everyone else, and self-employment rates are 
also high in rural Minnesota. 
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o Fiftee. ">ercent of women 16 to 18 years old, and 

seventet. percent of 19 to 25 vear old women have no 
health insurance of any kind.^o^ 

o Three fourths of all uninsured adults in Minnesota 
work. Half of them work full time.<8g 

o There are 100,000 children in Minnesota with no health 
insurance. 

o Two-thirds of uninsured children live in families 
where no one has insurance . 

o Forty-one percent of Minnesotans with incomes under 

$15,000 have no health insurance, not even Medicaid. <83 

o A recent survey of the working poor in Minnesota found 
that female single parents have very little medical 
coverage through work. Only twenty-eight percent had 
Bach coverage, compared to sixty-seven percent of the 
Minnesota labor force. ^^"^ 

o Occupations amr ig the working poor where women are 

concentrated >>jve lower rates of 3ob-related insurance 
than for the working poor as a whole. Coverage rates 
are only twenty-two percent for Sales, and twenty-four 
percent for Service, cmpared to forty percent for the 
working poor as a whole. 

o Mary had to «ralk three miles each way to obtain prenatal 
care. She went into premature labor four different times 
on the way in and had to be hospitalized each time in 
order to stop labor. 

o The doctor pointed out to newly pregnant Ann Olson that 
she was seriously short on foods from the fruits and 
vegetables grou^-S, and asked why. After a long pause, 
Ann looked up, tears rolling down her face^ and said 
that she and her husband had two other children to 
feed and almost no money. The doctor, sh.^ken, said she 
understood and told her "you do what you have to do." 
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"^J-i!!£^i£2i5-P£2SI5"'j-i'i-iif-£HIf "i- level is 

Because Medicaid financial eligibility levels are so low* 
a single pregnant woman must quit a minimum wage 30b to 
become eligible. The young woman we mentioned before 
who lost her baby had sought Medicaid for prenatal care 
but didn't want to quit her 30b, the key to the future 
for herself and her baby, just to get prenatal care. 
Person after person testified to the false economy of 
forcing people into welfare dependency, 3ust to get 
basic medical care. 

A pregnant women in a battered women's shelter who 
discovered she was ineligible for Medicaid went back 
to her abusing husband to ensure medical care for her 
unborn child and her other children. The unborn baby 
was subsequently in3ured in^vitro by continued battering. 

Sel f-employed people such as farmers , truckers , and 
loggers, are ineligible for Medicaid because they 
have some small equity in the tools of their trade* 
In order to get prenatal care and medical care for 
their children wher times are tough, they would 
have to sell off their tools — their very means 
of being self-supporting contributing citizens. 

More and more providers are refusing to take Medicaid. 
Until recently, this has not been a problem in 
Minnesota, but we heard of both doctors and Jentists 
who have dropped out of the program. A mother in 
northern Minnesota finally found a dentift 100 miles 
away, only to be told when she brought her child in 
for the appointment, "There must have been some mistake 
on the phone — we don't take Medicaid." 

There is negative marketing of welfare programs. In 
Minnesota, as in the rest of the country, we have two 
messages about welfare programs! On one hand we tell 
people that we want to help. On the other, we say 
that it is a bad, shameful thing to get welfare. 
It is a very unpleasant experience in many parts of 
Minnesota to go through the welfare system. What 
small measure of self-esteem people have left after 
numerous economic reversals often keeps them from 
applying , and the process itself often robs people 
of their last bit of integrity. One woman cried as 
she told us she couldn't get an appointment for a 
month to seek help for herself and her three children 
until she told them she was about to kill herself. 
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r^-5f iiifl£^„ tem_ need re t h 1 njf i : 

Su.-ne special populations need culturally sensitive, 

easily acc*»ssible providers or they will not benefit from care. 

o An Indian clinic was unable to ^oin an HMO even though 
all tue financial amngements had been worked out. 
The clinic could only conclude it was because the HMO 
did not want Indians in thei r wai t ing rooms . 

o Hmong immigrants are afraid of American medical equipment 
and have a strong taboo against including men in pregnancy 
and child birth. They need specially designed services. 

o The zeal to save money can backfire. An IwO refused 
to admit a diarrheal child to the hospital, when the 
doc tor forced the issue on ',.ie fourth try, and the 
public health nurse went to the home to provide 
transportation, it was discovered that the family 
did not know how to wash the baby bottles properly. 
This would nOw have been picked up in an outpatient 
clinic setting. 



Mobt of Minnesota's delivery system, particularly 
HMOs, was initially designed for middle class, employed, 
white families. Poor and minority children are, by and 
large, r.ot in the mainstream system. We believe that cost- 
effective health care arrangements such as HMOs can work 
for the poor, but it will take some effort to make them 
work right. 

o 2!!?l«i?12ilI?_£2£LJ££Uf_P£2^iS5. Minnesota has real 
cost^conse^uences**""" 

The Council of Community Hospitals, a group of hospitals 
in the Twin Cities, reports that: 

o Charity care and bad debt increased 'orty-eight percent 

between 1960 and 1963. This burden is unevenly distributed, 
ranging from .4 percent of one hospital's revenues to 9.2 
percent of another hospital's revenues. ^^"^ 
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o for'h-three percent of charity patients are in the 

pre ' nancy , childbirth, and neiAorn medical diagnosis 
categories. Compared to both regular insurance and 
Medicaid coverage^ both charity and self-pay patients 
had higher percentages of chi'Zbi *h and newborn cases 
involving medical compli nations . 

Ttie Council co ludes: "As price competition tn nsifies, 
there is no incentive for hospitals to raise prices and thereby 

lo8«r private paying patients without some public or private 

policy response, this population will encounter restricted 
^Tess to care." 

"Mechanisms to equitably finance uncompensated care 
are necessary to safeguard access for th^ uninsured poor 
and near-poor in a competitive market. "*8*^ 

Concern about spiralling n* jtal intensive care 
costs has been raised by the Minnesota Coalition on Health 
Care Costs, "between 1975 and 1982, neonatal intensive care 
patient days increased 105 percent, and the averac^e length 
of stay increaser* by 159 percent in the Twin Cities alone. 
With $1250 a day being an average NICU charge, we are 
approaching $50 million a year in leonatal costs in the Twin 
Cities alone. Recognizing that prenatal care reduces 
the incidence of low birthweight, and that fewer small 
babies mean less nr-)natal intensive care, this Minnesota 
group has recommended that, thrc gh ujth changes in third 
party coverage and government action, Minnesota make 
comprehensive prenatal care available to '\l pregnant iramen. 
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IV. The^Cost^to^ the^Na tjon^of^Fajljnq tp.Care^Jor_ Po_r 

Among westerr industrialized nations, America stands 
nearly alone in its failure to ensure that comprehensive 
medical care is available for all pregnant women and 
babies who need it. Instead we have developed a health 
care financing system in which: (1) a family's access to 
health services depends upon having health insurance; and 
(2) there exists no basic, residual public or private program 
for financing health care for all families not insured 
through the workplace. There is simply no program equiva- 
lent to Medicare for financing health services for younger, 
uninsured families. Instead, we maintain a "safety net" 
consisting of a patchwork of highly inadequate categorical 
programs through which millions of children ©.id pregnant 
women slip annually. 

This inadequate approach to financing maternal and 
child health takes a heavy toll. Families dependent on this 
volatile, piecem** " public health system are bounced among 
a series of incomplete and fragmented programs. They are 
unable to get the early and continuo i medical care they 
need to ensure he-i^nier birth and child outcomes. More- 
over, because they are not connected to a comprehensive 
health care systcn, they do n^t receive the type of patient 
education and counselling needed to promote sound personal 
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health practices. Finally^ as we noted above, many providers 
will actually refuse to treat poor families because the 
financing mechanisms are not as attractive as private pay- 
ment systems. 

The cost of infant mortality and handicaps can be 
measured in both lives and dollars: 



o The Institute of Medicine, in its landmark study 

liS^SD^lD^^hS^ ^il^l)^£i3l)l ' found that every dollar 
speot" to" proviSe*" comprehensive prenatal care could 
save $3.38 in the first year of an infant's li^e 
alone. 50 

o The California Department of Consumer Affairs found 

ma^or savings among women served over a 5* year period 
in a perinatal care project, as compared to women who 
did not receive such care. The net 5-year perinatal 
program costs for lOOO women totaled $750,000. For 
1000 women who did not receive such care, costs were 
$4.6 million. The basis for the cost reduction 
included: increased birth weight among babies born to 
project patients; reduced prematurity; reduced costs 
for child protective services; reduced costs for 
special education and similar services; and reduced 
costs for emergency room and hospital care. 51 

o A study of the effects of reductions in maternity care 
for poor women served by San Diego, C iifornia's, l^rge 
public hospital found that reducl-iopL in publicly- 
funded prenatal care prograis between 1981 and 1982 
led to a forty percent increase i.i the number of 
pregnant women delivering b; ^les with no prenatal care. 
Researchers examining the el fects of this reduction in 
prenatal care found that bakies born to mothers who had 
received no care were: 

o over six tines more likely to be born prematurely; 

o over three times more likely to be low birthweight; 

o four times as likely to measure low Apgar scores 
at birch; and 

o two-and-a-half time more likely to require 
intensive care. 
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Additionally, total average costs for babies whose 
mothers had received no prenatal care were $5168 per 
pair* 18 compared to $2974 per pair (which inc^'jded 
$600 ^pent for prenatal care) among babies whose 
mothers had received comprehensive prenatal care^ 
The «rinual^exc« ss cost incurred by the hospital in 
deliverlng*<00" a53TtTonal babies whose mothers had 
received no care was $877,600.52 

o Michigan state officials examing 9,725 infants born 
at low birthweight and 6000 babies receiving care in 
newborn intensive care units estimated that with good 
prenatal jare, a minimum of twenty-five percent would 
not have required such services. State officials then 
determined thai , while the cost of providing prenatal 
care to all the state's uninsured pregnant women was 
$4.9 million, the cost of providing neonatal intensive 
care to the 1500 infants was $30 million. Thus &very 
dollar spent by the state on prenatal care would save 
six doLlars 

o A study of infants born to women who delivered their 
babies at a targe public hospital in DallaSr Texas, 
found that bahies born to women who had received no 
prenatal care: 

o were three times more likely to be low birthweight 

o were over three times more likely to die in the 
first month of life 

o were over 1.5 times more likely to require neonatal 
intensive care and, because they were sicker, 
averaged NICU stays that were nearly twice as long 
as those among babies whose mothers had received 
prenatal care. While thirty-eight percent of 
surviving infants studied were delivered to women 
who had received no prenatal care, they used 
sixty-four percent of the total intensive care d'^ 's. 

The greater number of birth complicit ionb arong babies 
born to women who had received no care was attributed 
to the fact that serious illnesses among poor pregnant 
women that are detectable and treatable through good 
maternicy care, especially hypertension, i^ere not 
identified for the mothers of these babie*;. As a 
result, while.woi?£2--i^!Jl^"i-.P£-"5-5i--*i- f2JSP£^553- 

tf e^cost^ol^careln^'Tor^tfe*©^ 
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^SS$JriPS"52^iOiJi_^Sa5i5iI}3.I!?®-iSJ^3" Mission of fh-e 
l?5^i2i}22_S^iPiPiii'^£""'~" — 



We applaud the sponsors fo S.1209 for focusing the 
attention of Congress on the issue of infant health. However, 
because so much is known about the causes of infant moLtality 
and morbidity and the services that are needed to *niprove the 
health of America's children, we strongly recommend that, if 
the Commission is formed, it concern itself exclusively with 
developing oproaches to extending comprehensive maternity 
and infant care services, including outreach, medical, health, 
and nutrition services, and patient ec^ucation, to the millions 
of families whx. cannot afford care. 

The Commission will have available to it a wealth of 
information abouL the ses of infant mortality. These 
include: studies specially prepared for Congress, such as 

Children and other reports and hearings; 
specialized studies and reports prepared over the past 
decade by the United States Department of Health and Human 
Services; studies conducted by state governments; and studies 
by independent organizations such as the Institute of Medicine. 
1.1 addition, there exist numerous analyses of the eflective- 
i.ess of public health interventions established to date, 
include J Medicaid, wiC, Community and Migrant Health Centers, 
and the Title V Maternal and Child Health Block Grant. 
Moreover, there exists a growing body of literature regarding 
the relationship betwepn poverty and child health status. 
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The cent.al issue the Commission should address concerns 
fashioning appropriate remedies. What reforms are needed 
within both the public and private health financing sectors 
to ensure that all pregnant women and infants are able to 
purchase necessary medical care? What should be the minimum 
content requirements for any publicly or privately financed 
maternity care program? How can the nation finance and 
enforce thi»se reforms? How can we deal with problems 
relating to the supply and distribution of medical and 
health personnel? In other words, how dc we as a nation 
get to where we know we should be going? 

We believe , fur thermore , that we cannot^ af ford to 
simply wait for longterm solutions to these e T-present 
questions. Today as we meet, 15 Black infants will die 
simply because the Black infant mortality rate is twice 
that for white infants. Today state and federal Medicaid 
expenditures for neonatal intensive care services alone 
will total about $1.5 rillion — enough to provide 
comprehensive maternity care tc 600 uninsured pregnant 
women. There is much that we know how to do now. While 
must devise longterm solutions, there exist many shortterm 
steps that we cannot afford not to take. We have identified 
many of these actii^ns in our Children's Survival Bill. 
More immediately, ae urge your support for a numbCi. of key 
maternal and chilr" health improvements included in the House 
and Senate M*»dicare and Medicaid reconciliation legislation* 
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These improvements include amendments to broaden the scope 
of services which state Medicaid procjrans can provide to 
pr^qnant women: inclusion of pregnant women from two-parent 
working poor tamilies in the Medicaid plans of the 18 states 
that do not now cover these families; extension of the afDC- 
Unemployed Parent program for qualified families in all 
states; and the provision of new funds for adolescent 
pregnancy se^'vices. 

This year the nation will spend over a half billion 
dollars through the Medicaid program ^ust to pay for 
hospital care for high-risk newborns. By providing 
comprehensive prenatal care to all pregnant women, we 
could, according to the Institute of Medicine, cut that 
expenditure by two-thirds. In this period of economic 
crisis, this is simply loo sound an investment to o^lay 
any longer. 
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'^REPAREP STATEMENT OF RICHARD E. SMITH, M.D. 



HARCB or DIHBS BIRTB DBPBCT8 PODHDATIOH 
T«8tiBony in Support of 
national ConBiaaion to Prevent Infant Mortality Bill (s.1209) 

Mr. Chairman and members of the committee, I am Dr. Richard E. 
Smith. I am an obstetiician and director of the Young ^dult 
Clinic at Henry Ford Hospital in Detroit. I am a member of the 
March of Dimes Community Services Advisory committee as well. The 
March of Dimes has been dedicated to the prevention of birth 
defects for more than a quarter century. 

Thank you for tht opportunity to present the views of the March 
of Dimes on S. 1209, which would establish a NatioPul Commission 
to Prevent Infant Mortality, since low birthweight is the most 
common birth defect and it causes the greatest number of deaths 
under one year of age, the March of Dimes believes that this 
bipartisan legislative initiative will go a long way toward the 
development of a national policy aimed at reducing infant 
mortality. We applaud the bill's sponsors, senator Lawton Chiles 
and Senator Lloyd Bentsen, for their leadership in this area, and 
we congratulate you for calling this hearng today to look at fie 
causes of infant mortality and the programs aimed at lowering the 
occurrence of infant mortality. 

Infant mortality is a serious problem in the United States. Out 
of every 1,000 infants born in this country, 11 never live to 
see their first birthday. In some sections of the country. 
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particularly in the South, the rate is twice as high. 

My hone state of Michigan is one of the few Northern states 
with an infant death rate above the national average. In 
Michigan, the infant mortality rate Is almost 12 per 1000. The 
black infant death rate remains over ?.3 per 1000. In parts of 
Detroit, it has been as high as 33 per 1,000 — triple the national 
average. 

Infant mortality in the United States is not a new problem. To 
help tackle the problem, the March of Dimes has played a leading 
role in organizing medical care for hig.-risk mothers and 
babies through regional intensive care nurseries; in providing 
equipment and staff training to put the centers into operation; 
and in setting up communication and transportation systems to 
link small communities to the major ^?cilities. 

This approach has widened the availability of specialized 
perinatal care, which during the past decade huo proven its value 
for dramatically reducing infant deaths and preventing brain 
damage or other lifelong handicaps among survivors. Regional 
crganization, spearheaded by the March of Dimes, has also helped 
to control costs by eMminating duplication of expensive 
technology and personnel. 
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The success of neonatal intensive care can be measured by more 
than a 50% improvement in the national infant mortality rate 
between 1965 and 1983. Indeed, since 1970, when regionalized care 
became a priority, 90 percent of the reduction in intant 
mortality has been among newborn babies. 

Now, babies born in the United Stat*;s have an excellent chance of 
survival, even if they are born seriously ill. But, during the 
same time period as the 50% fall in infant mortality, the U.S. 
slipped further in international rankings of infant mortality 
statistics. Seventeen other countries are currently more 
successful at avoiding infant deaths. Why? Unf oi tunately, while 
our ability to save the tiniest and sickest infants has 
increased, the incidence of vulnerable low birthweight bbies has 
remained relatively constant for the past thirty years. 

The subject of low birthweight babies in the U.S. has received a 
great deal of publicity recently. The publicity has been caused, 
in part, by a report issued this past February, by the Institute 
of Medicine (lOM), a part of the National vcademy of Sciences, 
The report, entitled Preventing T.nw Rjrrhffnhtr summarizes the 
findings of an interdisciplinary committee established to itudy 
prevention of low birthweight. The March of Dimes is proud to 
have been abie , be a partial funder of the committee and the 
dissemination of its findings. 
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The lOM panel concl ded Uat the pievention of low birthweight 
could contribute signiCicantly to a reduction in ihlant mortality 
in the United states and, more generally, to improved chil<i 
health. Some of th^ report's finding are highlighted in the 
following data: 

*• Of the 3.6 million 1 fants born each year, nearly 7 percent, 
or 250,000, are born weighing less than five and one-half f-inds; 

•* Low birthweight is a leading factor In infant mortality. ;t is 
the greatest cause of death in the first year o^ life, a low 
birthweight in*^ant is forty times more likely to die in the first 
month of life than is a larger infant; 

Low birthwein* t infants ^ survive are .^ice as likely to 
suffer one or more handicaps, including deafness. bli..-.ness, 
learning usabilities, cerebral palsy, epilepsy, chronic lung 
problems, and mental retardation. The c cc to ca.e for these 
children is enormous. The National in titLte of Child Health and 
Human Development estimates that just '-he direct costs for 
neonatal intensive care of these infants exceeds $2 billion 
annually. Long-term crsts are hard to estimate, but a study 
cited by the lOM jstimated that tht co t of institutional care 
for developmentally disablM children is $359,i:?4 per child. 
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The lOM believes that "Preventing lBW is an approach considerabi • 
less costly, both socially and economically, than additional 
investment in neonatal intensive care."^ The MOD strongly 
^uppoL'ts this reconmendation. 

How can we preve.it low birthwelght, and thus lower "he infant 
mortality rate in the U.S.? Alter analyzing numerous studies, 
the lOM concluded that "the overwhelming weight of the evidence 
is that I reiiatal care reduces low birthweight. This f J iding is 
strong enough to support a broad national commitment to ensuring 
that all pregnant women, especially t^.ose at medical or 
socioeconomic ri«lc, receive high-quality care."^ 

The South has demonstrated its commitment to prevention by the 
formation of the Southern Regional Task Force on Infant 
Mortality, init.ally funded in part by the March of Dimes And, 
in the South, the data on the value of prenatal care is striking. 
For example, when Sou h Carolina's Commissioner of Health 
anv Environmental Control, per'iatrici? i Robert S. ckson, 
reviewed birth and death records for His state, he found that Ihe 
first-year mortality rate was Ik per I'-^o if the mother had 
received five or more prenatal isits. Among mothers who had 
received fewer than five prenatal visits, the infant death rate 
wa*- neatxy six times as high--68 cut of every 1,000 babies. ^ 
Commissioner Jackson concluded that access to prenatal care was a 
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major public health issue in his state. 

Quality prenatal care visits m£ke possible the detection and 
treatment of high risk medical and obstetrical conplicationsr 
such as early detection of pre-term labor and t^I ^-^ronpt 
treatment of maternal infections. Quality prenatal care visits 
also make possible the introduction and reinforcement of 
educational mt;3sages which will guide the woman in protecting 
her health and that of her baby. 

The lOM committee "believes that little will be accomplished by 
further efforts to document the value of prenatal care g'^nerally. 
Instead, more studies should be undertc ien to determine the 
effectiveness of different approaches to delivering prenatal 
care and of diffetent, flexible packages o£ cace.**^ 

The Narch of Dimes believes that the bipartisan National 
Commission to Prevent Infant Mortality, which would be 
established under S. 1209, is an ideal group to conduct this 
vital next step — to recommend strategies for more consistent 
perinatal health policy and greater access to health care 
s<^rvices. It will focus nationwide attention o the infant 
mortality issue and vill coordinate the excellent work done by 
groups such as the lOM and the Southern Regional Ta Force. 




ERIC 



251 



-7- 



The cOMBitsion will examine federal, state, locAl and private 
resources determine the barriers to health care and to 
recouend to Congress a national policy to eliminate thcji* When 
the commission's report is complete, the March of Dimes etands 

ready to do its part in a concerted national effort to reduce 
infant mortality* Again, on behalf of the March of Dimes, I want 
to thank you for holding hearings on S* 1209* At issue is our 
nation's commitment to the well-being of future generations* Tha 
is why tM March of Dimes supports S. 1209 and urges you to do 
all you can to ensure the passage of chis most important piece of 
legislation* 



1, Committee to Study the Preve»ition of Low Birthweight, 
Institute of Medicine, summary of Preventing Low Birthwaioht . 
National Academy Press, 1965, p. 3* 

2. Committee to Study the Prevention of Low Birthweight, 
Institute of Medicine, Prev#n<^in9 Lov Blrthweioht. National 
ivcjdemy Press, 1985, p. 146* 

3* Based on analysis of 1979-81 birth/death cohort file, 
SOUTB CAROLINA VII AL DATA* 

4, Committee to Study the Prevention of Low Birthweight, 
Institute of Medicine, Preventing Low Birthweioht. National 
Academy Vress, 1985, p. 147. 
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Dr. Smith's Responses to Written Questions 

Question 1 How many of today's physically and mentally disabled children could 
have hfld healthy lives had we provided better prenatal services'^ 

f jwer. ':Tiere wer^. 3,638,933 total births in 1963. Of these births 247,668 (b8%) 
w^. of low birthweight. 43, 161 of these LBW infants weighed under i 500 grams » 

If increased access to and utilization of prenatal care by all pregnant women en- 
ables the U.S. to achieve the Surgeon General's 1990 goal of a 5% LBW rate, *his 
would mean a reduction of almost 66,000 in the number of babies bom at risk due to 
low brithweight. 

Estimating that at least 30% of infants born weighing 1,000 ims or less, 20% of 
*h06e .veighing between 1,001 and 1,500 grams and 10% of the . between 1,501 and 
2,500 grams would have permanent problems such as cerebral palsy, mentl retarda- 
tion, and learning problems, a reduction of 66,000 LBW infants would mean app^-^xi- 
mately 8,300 fewer infants bom each year with thtrse disabilities ^ 

In addition, adequate PNC will reduce the number of babies bom each year affect- 
ed by the following conditions: 



[Approximate number affected each year] 

Condition 

(1) Coiyunctivitis and pneun.onia as a result of chlamydirl infection »-2 „„ 100,000 

(2) Intra uterine growth retardation » * 50,000 

(3) Rh hemolytic disease • g^OOO 

(4) Fetal alcohol syndrome ' S^OOO 

(5) Congenital toxoplasmosis • 3[000 

(6) Congenital syphilis* *240 

(7) Congenital rubella syndrome " 20 



Schachter J. Sweet R, Grossman M, Landers D Robbie M, Bishop E Ekpenence with the 
Routine Use of Erythromycin for Chlamydial Infections in Pregnancy NEJM 1986; 314 276-277 

" Schachter J Dawson C Is Trachoma an Ocular Component of a More Generalizwl Chla ^ 
dial Infaction' Lancet 1979, 1.702-703. 

' Lindheimer MD, Katz AI Hypertension in Pregnancy NEJM 1985, 313 675-679 

* Hoffmaster Detecting and Treating Pregnancy Induced Hypertension MCM 1983, 8 398- 
405. 

* Kaplan N Disarming a Killer How to Lower Pregnancy-Induced Hyertension Current Pre- 
scribing 1977:41-47 

• Centers for Disease Control MMWR 1985, 34(288) 
' Centers for Disease Control MMWR 1984 33(1) 

"Sacks J Concurrent Infection m Families of Patients With Acute Toxoplasmosis Arch 
Intern Med 1984; 144 35-36 

• Centers for Disease Co.itrol. Annual Summary- 1983 MMWR 1984 32(54) 

Question 2. What ought to be the objectives of the Na* inal Commission to look at 
the nee* of the physicially and mentally handicapped newborns in addition to 
infan^ mortality? 

Answer. Following ar^ issues and problems vhich should be addressed by the Na- 
tional Commission on Irifant Mortality. 

Prenatal care 

Financial barriers to care. 

Availability of clinics and health care personnel 

Accessibilit> of care. 

Attitudes and understanding on the part of patients 
Comprehensiveness of content of car 3 

Utilization of regional systems for contribution, i ?ferral and transport 
Neonatal care 

Utilization of regional systems for consultation, referral and transport 
Limitations on reimbursement and length of stay imposed hy new policies 

(DRG's). J 
Continuing education for providers in early recognition of ^^normalities 

Postnatal care 

Services in the home and in clinics for high risk infants 
Compreh<;n8iveness of content of "well child" services 

Interconceptionai care 
Availability and utilization of family planning services 



» NCHS-Monthly ^^ital Statistics Report. Advance Report of Final Natality fcstatistics, 1983 
September 20, 1985 
* Wilkerson SA. Neonatal FoUow-Up- .l\e DaU POC News July 1985, 
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STATtMBMT OP 
JEFFRIY R. TAYLOR, PHD 
HATIOHAL ASSOCUTIOH OF PUBLIC HEALni POLICY 

IN SUPPORT Of 

S. U09 - k HATIOHAL COMMISSIOli TO PREVENT INFANT HORT^.LITY 
UA3HINGT0<i, D.C. — OCTOBER 31. 1985 



Mr Chairman, Meabers of tht Subcoaaitte, and Associates: On 
behalf of the National Association of Public Health Policy I would like 
to thank you for the opportunity to testify In support of S. 1209. a 
bill to establish a National Coaalsslon to Prevent Infant Mortality. 

I hav here two apparently dlsslallar national publ Icat Ic .sj 
the Ladlei tJfiBfi JWMfti •^'^ <^he SCiMUliC aifiCifiiO f2>- Although 
these two aagazlnes attract i»ldelv differing audiences, both have asked 
the S' ae question. "Why are thousands -of Infants perishing needlessly 
in th world's richest nation?" 

One aagazlne traces the problea In a highly personal way. focusing 
on t^ tragedy of Infant death as It affects faaUies and coaaunitles 
acro^ the land. The other exaalnew statistics, trends and Issues of 
debate In the scientific and aedlcal coaaunlty. But as aany of the 
panelists have so eloquently done today, both of these aagazlnes offer 
eicellent and constructive suggestions for laprovlng each newborn's 
chanc »s of living to their first birthday. 

NEED 

Why is a National Coanisslon needed? 

Its purpose would be to review the effectiveness of current 
federal, state and local governaental policies and prograas In reducing 
our unnacceptably high levels of Infant ao.-tallty. Also the Coaalsslon_ 
would exaaln^ contributing Individual attitudes and lifestyles and ^ 
enuaerate solutions. 

As a state heafth official froa Michigan. I know :irsthand the 
tragedy of hlih Infant aortal Ity. Our state was once average In teras 
of infant deaths. Now we rank 12th Horst aaong the fifty states. We 
also have the sad distinction of haviug nlgher black Infant death rates 
than any other state. 

Or. Jaaes Mas . Acting Asslitant Secretary of Health 
characterized the situation for Michigan nonwiltes as. 

a particular concern (with) significantly slower 
ra.es of decline than the U.S. for 1968 -1977 
followed by essentially no change for 1980 - 1982 (3). 
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As wt found In Michigan, & good general understanding of ihe 
Infant aortality problta by «n elements of society is needed tc 
generata and carry out needed reforms. Scientific expertise and 
public understanding can together create the consensus needed to 
support broad bipartisan solutions. The Coaaission provides a forua 
for this process. 



ARIAS OF INVESTIGA'ION 

The work of the Coaa.ssion would not be "just another study." 
Eli. ting report '^cuacnts and investigations would be puiled together 
Into a coaplctc picture fe.- policy nakers and the public. 

What reports and studies are available? 

We have heard an account of one such excellent report today 
froa the forcaost scientific group in our country, the Nationa' Acadamy 
cf SciencBS. l..«y offered the reduction of low birthweight (less than 
5.5 pounds) as a proaising approach to reducing the unique probleas 
fwced by the United States (4>. Many barriers were identified in the 
report, but aany constructive solutions were also proposed for adoption 
oy governaent, privai,e entities and Individuals. 

One area of particular importance cited by the Acadeay was the 
rw* of prenatal care in Japroving birthweight and reducing infant 
deaths. Our own Association has also offered strong support for 
expanding access to comprehensive aatetnity care (5). 

A recent survey by the Massachusetts Departaer.. of Public Health 
indicated that increased availability, access. bil ity and content of 
prenatal care was a aajor part of ten states' appro4»ch to improved 
pregnancy outcome (6). 

Michigan adopted a gap-filling approach to financing prenatal care 
for low-incose and uninsured wosen who could not qualify f r Medicaid 
(7). Other "icome groups may receive a«ssistance in identiiying a 
source of maternity care. No financial assistance is offered to those 
above the WIC nutrition program eliglblity ceilings U85\ of the USDA 
poverty level). After a two year trial period, Michigan may decide to 
declare prenatal care a "basin health service" vhich means assistance 
for all In obtaining care, but financial .\uppctt only for the needy 
qualifying undmr state guidelines. 

The Southern Governor's Regloaal Task Force on Infant Morta. .ty 
has proposed new or modified state approaches In designing 
comprehensive prugr^ms for teenagers, indigents and others In areas 
such as -hild safety, crib deatn. environ, ntal health and aaternity 
care (8). These efforts focus on state anri federal resources such &s 
Medicaid, the Maternal ;nd Child Health olock Grants and the WIC 
Supplemental Nutrition i rograa. Areas cf Intergovernmental 
cooperation have been identified and await national scrutiny and 
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Othtr rtports have focused on "Th" Un ulflUed Promise cf :*deral 
Health Prograas For th^ Poor (9). Vast Federal eipendltures 
Medicaid. Hill-Burton. Title V - Maternal and Child Health, ^oaaunity 
Health Cmtars* Faaily Planning, Suplcaental Foods and others du not 
sees to Li yielding acceptable infant death rates for the U.S. Are 
these programs poorly designed to aeet this goal or are the/ poorly 
aaaag«d, under-financed or working at cross-purposes? 

Should the Medicaid prograa be restructured as another recent 
study has suggested (10)? Would separately funded and Managed Medicaid 
programs for priaary car' versus continuing care assist in securing tne 
preventive heclth strategies nee^^fd to improve birthwe ight? 

Yat another study of the federal "laproved Pregnancy Ortcoae 
Project' holds forth hope for Impressive reductions of infan*: 
Mortality cm. Since this prograa is no longer <r eiistenc;* should 
considcravion be given to reviving it in soae foraV 

Claarly* sevaral fruitful avenues of Investigation are available. 
With hard work by the Coaaiss loners anJ 8^-*^f, reasonable courses of 
constructive .tion should becoae apparent. 



POTINTIAL ACCOMPLISHIIEHTS 

The National Coaaisslon's report will clarify the issues, educate 
the country and its leaders and give js concrete recoaaendations for 
action within one year of enactaent for: 

• A National pol'cy for preventing infant mortality 
a'ld a de ^riptlcc of i ntergoveraaental and private 
actions ^r carrying out that policy. 

a Legislative and prograa changes needed to 

achieve an effective Federal role in preventing 
infant aortal ity. 

Our situation could be greatly improved by a coordinated nat. lal 
policy ini'lativB and by actios such as those offered in Michigan a 
previous Congressional testimony (12). Other useful proposals surfaced 
in a mmeting of national eipmrrs and recorded in a report entitled, 

lQU£afiiu:ui&&Ui QfiUaoift lac Biduciofl loXiai ttftciftiiix ci3). 

What itight some of thesm accompl 1 shasnts be? 

Fedmral policy should call fcr closing the black-white low 
birthwcight and rmsultant infant "lortallty gap. Each of our children 
should jegln the race of life on equal teras. 

To achieve this ^foal* standards of preventive health care should 
be *vised and implemented in all federally financed health care 
pro^i-ams, including Medicaid. Where state and local revenues fall 
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short, federal financing should be nade avalable to carry out programs 
Meeting tht >atlonal standards. There aust* however, be aailaua state 
and local flcitbillty in administration. New programs sh'^uld be 
targeted at the n«;dy and fill gaps In eilstlng services. "ederal 
ellglbllty standards should be consistent across preventive health 
prograas and reporting aechanisas Integrated. 'Sentinel* reporting 
systems should be established. 

The federal structure should provide proapt technical assistance 
to the states and fund innovative deaonstrat i ons and evaluations which 
could assist the states and localities to iaprove sf^rvlces. For 
exaiple, a national survey of the unaet need for prenatal care would bv 
of benefit to local areas. Fortunately* this Is being pirtially funded 
by a DHHS grant. Ten states wUl be studied, including Wew York and 
Cal Ifornla. 

kt the state level, planning on priority health probleas related 
to that particular area's infant Mortality problea should go forward. 
It should include a broad spactrua of Involved health care agencies, 
public officials and the public. A le/id agency for infant aortal itv 
reduct'tn should be appointed. 

The local level should the final 'guarantor* of care* 
assuring needed services for women and children. 

Our Nation's history is rich with success st^'^les of similar 
national initiatives. In the t920's concern was focused on maternal 
deaths. Maternal death rates had failed to dccliam over a period of 
nany years* stalling at unacceptably high levels. Extensive national 
studies were done and rmcommcndat ions to the medical profession* 
government and the gen'^ral public were adopted. These policies 
prepared the way for great improvcmmnts in maternity care* Including a 
reduction in maternal deaths that followed in the next f«w years (14). 

The National Association of Public Health Policy is pleased to 
offer stroi J support for S. 1209 in its prc^mnt form. Its passage will 
offer hope to the parents of many newborn Americans. Its solutions, if 
put into practice, will assure o.*r future nation a healthy labor force, 
able to compete in »n era of rapid technological change. 

Mr. Chairman, I will be happy to answer questions at the proper 
tlae . Thank you. 
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QUESTIONS FOR JEFFREY R. TAYLOR, PH.D. 
NATIONAL ASSOCIATION FOR PUBLIC HEALTH POL'CY 



AS A STATE ADMINISTRATOR, WHAT DO YOU SEE AS THE FEDERAL, STATE AND LOCAL 
RESPONSIBILITIES IN THE AREA OF MATERNAL AND CHILD HEALTH? 

Feder al Level 

The ederal jovernment has many important responsibilities to carry 
out in order to assure the health of the next generation of Americans. 
These include the establishing of health goals and obtaining a national 
consensus on these goals, se'.ing standards of health care, financing, 
demonstrating new and effective interventions, monitoring t^nditionb 
affecting children and training. 

Setting National Health Goals . It is essential that the United 
States set and the American people achieve a consensus on health goals 
for children. Establishing national health goals has been the driving 
force behind the many White House conferences on children which have 
been held in the United States going back into the early 1900's. 
Perhaps the most recent expression of these goals occurred during 
the mid-1970's with the toginn'ng of the Healthy People campaign 
and the publication of the landmark book Dy the U.S. Uepartment of 
Health and Human Services entitled, Promoting Health and Preventing 
Disease: Objectives for the Nation. 

While this publication set health objectives for all age groups, it 
concentrated especially on preventive health services, health protection 
activities and health promotion. Maternal an hi Id health goals 
played a principal role because of their kno* iid proven preventive 
aspect, ihus, objectives were set in the area of family planning, 
pregnancy and ii.f^nt health, including infant mortality, low birth 
weight, prenatal cjre and similar areas. 

The most important result of goal setting is to give professionals 
and citizens alike the opportunity to focus time, energy and attention 
Oil achieving these goals. This is the same principle that was used 
in the space program when the goal was set by President Kennedy of 
putting a man on the moon and returning him safely prior to the end 
of the 1960*s. In the area of infant mortality, the Surgeon General 
set the goal of reducing infant mortality to no more than nine deaths 
per 1,00C for the population as a whole and to not gt eater than 12 
deaths per 1,000 for any racial, ethnic or yeonraphic group. Goal 
setting energiz* , the system and sets the pattern for expenditure 
of resources. 

Standards of Health Car e. A longstanding contribution ot maternal 
and child health and crippltcF children services in the United States 
has been the ab'Mty to articulate health care standards which are 
consistent with published professional standards and also practical 
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for implementation in the community setting. Such standards h^ve 
led to the improvement of health care for all Americans. One example 
was standard setting activity tm cnipled children's services and 
emergency maternity and infancy services during and following World 
War II These standards were at least m part responsible for infection 
control procedures being established in newborn nursery units through 
the use of the cohort system and the elimination of dual standards 
of care between the races. 

Financing The President's Commission reported in March 1983 
that the Federal Government by virtue of its enormous revenue producing 
power and its ethical responsibilities must assume the ultimate responsibility 
for seeing that health care is available to all when the market, private 
charny and governmental efforts at the state and local level are insufficient 
tc chieve health care equity. 

Unquestionably, the long recession of 1981-1983 found many state and 
loca' goverrments unable to cope with the increasing need of the unemployed, 
the working poor, as well as its old responsibilities to those living 
below the poverty 1 i ne. 

States such as Michigan which were having serious difficulties in 
financing all government services were thus especially hard hit when 
the Federal Government began to withdraw financial assistance from 
a broad range of health and human service programs. It will he difficult, 
if not impossible, for the states and localities to assume the full 
burden of responsibility if adequate financing does not continue from 
the Federal Government level. 

In Michigan, more than 90 percent of all KCH expenditures at the State 
Public Health level come from federal sources of financing. Thus, 
if the Federal Government withdraws from tnis resoonsibility . it is 
clear that mothers and chilfiren m many areas of the United States 
will be denie'i cccess to health care. 

It IS essential tnat the Federal Government develop a partnership 
with states like Michigan who are willing to invest state general 
fund dollars in priority areas. The Federal Government should use 
judgment in selecting those interventions and in targeting financing 
at those areas of the country where maximum impact can be expected 
from the expenditure of those dolars. 

I urge the Federal Government to Put resources into those areas of 
the country in greatest need, and that three key interventions for 
infant mortality reduction be emphasizec*. 

(1) Family planning, whirh costs $75 oer woman per year, is 

by far and away the most potent and low-cost intervention tne public 
health authorities can bring to bear. Virtually, all social and religious 
groups in the country approve of some form of family planning. 

(2) Prenatal and infant care are low cost and effective. Fcr 
example, prenatai care can oe purch?»sed in most areas of the country 
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for between two and three hundred dollars. This is in sharp contrast 
to the much higher costs associated with newborn intensive care. 
This expensive treatment costs $1000 per day. Not only is th- therapy 
highly expensive, but it also causes severe disruption, pain and suffering 
to t^e family. 

(3) The WIC nutrition supplement program, which costs $30 per 
month for a pregnant or breast-feeding woman or infant, is another 
good investment. Such programs should be expanded to meet 75 percent 
of the neeoy in the United States. 

Funding formulas which discriminate against the Midwest and states 
like Michigan are most unfortunate when cne takes into account that 
much of the human and health care needs of these populations is 
worse than in some other areas of the country. 

Innovation . The Maternal and Child Health ^-^ogram continups 
to do an excellent job with the federal set-asid-. rogram under the 
MCH Block Grant to work on innovative projects of egional or national 
significance. These innovations should continue ar: be focused on 
developing new approaches to longstanding problems including service 
models of demonstrated effectiveness. Care should also be given to 
assure that there is a reasonable balance b*»1.ween biomedical and other 
educational and social strategies of irt^ vention. There should also 
be some balance across the count-^y in ,urdi ig these projects. Also, 
the results of these innovation projects should be widely disseminated 
to state and local governments and the public. 

Mom ton ng . The tradition of "investigate and report" continues 
among maternal and child health professionals. In a democratic society. 
It is ont of the most potent tools available for focusing interest 
and attention on the health problems of motners and children. 

Automated "sentinel" vital and health statistical systems should 
be established in key locations across the UnUed States to provide 
an early warning system for infant mortality fluctuations. 

Dr. Barbara Starfield, Johns Hopkins University and Dr. Ronald Will; 
of the University of California at Santa Barbara have proposed that 
sentinel reporting systems bp established to provide crucial information 
to public policy makers and government officials on key health status 
indicators, one of which is infant mortality. 

At the present time, U.S. statistical systef"*; are inadequte to meet 

our needs for health care information. The National Center for Health 

Statistics continues to report provisional infant mortality rates 

going back to 19B1. As has been demonstrated by earlier reports, the 

situation IS flu'd with regard to infant mortality and there are a 

great many problems, trends and analyses which need to be conducted 

for the 198^-85 period. This is virtually impossible when using provisional 

information as there is constant under reporting for the state and 

local level of infant mortality. For example, as late a«; November 

1983, the National Center for Health Stati«;tics was reporting provisional 
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infant mortality rates for Michigan for the years 1981 and 1982 wi.iLh 
under reported infant deaths by 130. This under reporting also led 
to a "provisional" lowering of the Michigan infant mortality rates, 
making it appear that the problem v/as less serious than it octually 
turned out to be. 

Without such systems, and a Federal Government commitment to build 
such systems, it is unlikely that key health indicators will be tracked 
closely enough to protect the health of America's mothers and children. 

Trai ni nq. The Federal Government must assure that a continuing 
number of well trained muternal and child health specialists exi^t 
and can become employed in critically needed programs at the state 
and local level of government. These training program responsibilities 
can be fulfilled by supporting graduate programs in maternal and child 
health but also by training those who are currently at work in the 
field. 

Training activities must be conducted in order to assure that the 
latest information and technology becoines available 'where the rubber 
mts the road". This can be accomplished through newsletters and 
ijrinted materials tc be sure. However, most of the social change 
inerature points tc the fact that conferences, workshops and more 
importantly action consultation are what puts traininr ^ ross into 
the hands of those who can make use of this knowledge. 

Planning, Management and Organization . With the dissolution 
of the beloved and productive Children s Bureau in the late 1960's, 
the United States found 'tself among a minority of developed nations 
without a strong national voice tor children, "^he results have b^cn 
tragic for the Nation's children. A new high-level unit should be organized. 

The major charge of this new unit of government should be. 

"To investigate and report on the conditions affecting the health 
and welfare of America's children, youth and families." 

It is essential that timely and accurate information bo maintained 
on the health status of children, youth aid families. This must also 
include accurate estimates of services rendifred and the numbers of 
citizens in need of care who are not receiving such Cdro. Such information 
IS crucial for the President and the Congress as they dischar-e their 
duty to protect American family l^fe. 

Existing programs now operated by various branches of govern 't should 
be realigned and many of them folded into the new administrative unit. 
Title X Family Planning and the Maternal and Child Health Block grant 
are two programs which should be transferred immediately. 

There must also be strong program authority for coordination with 
other children programs like EPSDT. WIC supplemental foods and Head 
Start. 
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This unit should be responsible for carrying out the essential elements 
of a comprehensive maternal and child health program, including 

• Studies aimed at identification and solution of problems affecting 
the health and well-being of mothers and children; 

Q Organization of maternity services, includi g adequate prenatal, 
perinatal and postnatal care; 

• Continuing health supervision services for all children fr n 
birth through childhood and adolescence, 

• Organized programs of health education for parents, children 
of school age and the general public; 

• Establishment of standards for health personnel serving mothers 
and '•hildren and for facilities providing for their health 
cares 

• Systematic manpower development and training activities, 

• Continuing assessment of the efficiency and effectiveness 
of health services ^or mothers and children. 

• Conduct and support of ^ational resoerzu as a basis for 
further program planning and deve • oprnent. 

In developing this realignment, the Federal Government should try 

to resolve prog.'ammatic conflicts which have hampered effective administration 

at the state and loc:i] levels. Three areas <jesorve prurity attention- 

Guidelines . Conflicts exist in th<? g-jidolinos issupfl hy the 
different federal agencies responsible for individual categorical 
programs. While some conflicts relating to certain programs 
with multiple legislative bases have been solved, disparities 
which affect the interrelationships among programs have not. 
Differences in eligibility guidelines set for each program preclude 
the automatic referral of patients from one service to another 
as health care needs dictate. Families cannot be treated as 
units because, while one family member may qualify for one service, 
others may not be eligible for the program suited to their needs. 
Thus, while a woman may be given family planning services, she 
may not ecessarily qualify for referral to the MIC clmic for 
prenatal care, and her child may not be eligible for EPSDT screening. 

Reporting . Each federal or state funded program has relatively 
large reporting demands built into its guidelines. The local 
health department adds heavily to this burden. In several programs, 
notably WIC and MIC, the volume of paper work necessary to meet 
reporting requirements severely limits the amount of time available 
to personnel for patient care. In addition to volume, much unnecessary 
information is requested and forms are often inefficiently designed. 
Most unfortunate of all, however, is the realization that information 
needed to evaluate the effects of a given program is not being 
collected. Despite the large amounts of data gathered, necessarv 
evalu:itive information is unavailable, and program effectiveness 
cannot be adequately determined. 



ERIC 



264 



Funding. Since local programs are dependent upon often unpredictable 
federa I and state sources of funds for the continuation of their 
projects, they are at the mercy of funding cuts and freezes at 
these levels. These fluctuations can prove devastating to local 
program operation. Long-rangeprogram planning is hindered by 
funding uncertainty. Categorical programs often have different 
fiscal years, some calendar, some using the state-federal fiscal 
year, and others following no particular pattern. Local Boards 
of Health are often using local funds to meet unanticipated cuts. 
This arouses great resentment anriong boards of rommissir "^s ard 
makes it much harder to introduce the next new categor. program. 
Long range financial planning is needed to provide stabi ity. 

State Level 

Given that the Federal Government is carrying out its respo.isibilities, 
the state public health authorities also have important responsibiV. ties 
which differentiate them from the other levels of government and other 
types of agencies including volunteer and chari ble groups in healtli 
care provider organizations. 

What are the elements of activities which nay nake up the state mission 
or role in carrying out a particular strategy*^ Among the most important 
are. 



Many of these functions are interrelated, but there is often a responsibility 

at the state agency to initiate the process or action. The state 

IS less often involveu in the direct p-^ovision of services when contrasted 

with the local health department system. It is therefore of great 

importance that plans and programs are jointly planned and coordinated 

within the state-local public health system bafore health programs 

are carried out by community hospitals and agencies. 

At the state level, planning on priority health problems related to 
that particular area's infant mortality problem should go fc^ward. 
It should include a broad spectrum of involved healtii care agencies, 
public officials and tne public. A lead agency for infant mortality 
reduction should be appointed. 

Local Level 

The local government is the operational arm of the health department 
and not only delivers services at the loca) level but also integrates 
those services into the health and social service of the community. 



Planning 
Promoting 
Educating 
Coordinati ng 
Survei 1 lance 
Developing programs 
Assuring access to 
qual 1 ty services 



Financi ng 
Consulting 
Training 
Mom toring 
Evaluating 

Researching and innovating 
Providing service 
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Local health departments are ifleally suited to conduct such jperations 
such as casetinding, primary, secondary and ternary preventive health 
care services, case management, referral and followup. In short* 
the'local level should be the final "guarantor" of care, assuring 
needed services for women and children. 

Local health departments are extremely interested in seeing that federal 
and state financing activities are better coordinated, particularly 
in the areas mentioned in the federal section on guidelines conflicts, 
reportinq demands and funding fluctuations. 

While the maternal and child health olock grant program gives the 
appearance of consolidating thereby making many related programs eas-''" 
to administer on the loca level, this in fact dio not occur. This 
IS primarily due to the history of maternal and child health throughout 
the country in which targeting strategies did not assure the broad 
distribution of funding throughout all states and localities. 

Summary 

Federal, state and local government responsibilities in the area of 
maternal and child health have been briefly outlined. In general, 
each sev of responsibilities links up with the differing perspectives 
which accrue to each level of government. Most importantly financing 
responsibilities, while spread through all levels of government, have 
generally been the greatest at the "ederal level followed by the state 
and local levels of government. In large measure, this reflects the 
taxing ability of each level of government. 

It IS particularly important for each level of government to meet 
its responsibility and to communi.ate to the other levels what its 
intentions are along with recular r ports uf p-^oyress. Where uncenainty 
exists or where any one level of government fails to meet its responsibilities, 
one does not have to go far to find the victims. They ere reflected 
in adverse health status statistics such as lack ot prenatal care, 
incidence of low birth weight and infant mortality. 
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ONE OF THE PROBLEMS I HAVE HEARD IS PREGNANT WOMEN MUST GET IN TO 

SEE THEIR DOCTOR EARLY TO GET THE CARE ^HEY NEED. WHAT TYPE OF OUTREACH 

ACTIVITIES WORK TO IDENTIFY THoSE FROBLEM PREGNANCIES EARLY? 



For the delivery and implementation of an effective prenatal care 
program* a multitude of Individual outreach techniques must be used. 
Several existing programs with demonstrable success havp heen conducted 
In Michigan. 

During the summer of 1983. using Federal Jobs Bill monies, the Michigan 
Department of Public Health launched a highly successful WIC intensive 
Enrollment Effort, utlimately resulting in the addition of 40.000 
participants to the WIC caseload within a period of less than four 
months. The WIC (Special Supplemental Food Program for Women. Infants 
and Children) Program has been demonstrably effective in saving lives 
and in reducing and preventing health problems for woi..en and children 
who are at critical stages in the life cycle. 

A prenatal care campaign initiated by the Saginaw County Health Department 
in 1983. with the support of a co'jnty-wide coalition of concerned 
organizatio ;s and individuals, encouraged pregnant women in Saginaw 
County to »vail themselves of proper prenatal care for the full nine 
months of their pregnancies. The extensive media campaign preceded 
a 35% decrease in the county's infant mortality rate. 

In Detroit and Wayne County, the Infant Health Promotion Coalition 
has recently unveiled a program specifically aimed at reducing the 
area's alarmingly high infant mortality rates. The k^^^tone of the 
program is a telephone hot-line utilizing the number: 961 -BABY. Other 
facets of the campaign include application of the slogan: "A Health 
Baby Begins With You/' and the use of media public service announcements 
feituring a specially composed song. 

Education, training and outreach options effectively implemented by 
these and other programs ••nclude: 

Use of brochures and flyers; telephone contacts; mailers to be 

included with ADC and MESC checks; program referral networks. 

advertising; media campaigns on television, radio and cable; 

mailings; one-to-one outreach contacts; bus cards; telephone 

hot-lines; speakers at meetings of professional groups, service 

clubs, church groups, civic organizations, and block clubs; bil Ifold-size 

resource cards; identified volunteer support persons; single 

entry multi-service care clinics; provisioii of transportation; 

literature review committees; markef'ng consultation; marketing 

packages; educational programs; in-servict training courses; 

perinatal coaching and coordinated professional conference participation 

to provide updated skills for clerical workers and professionals. 

Many people fail to access prenatal care due to personal misconceptions 
or institutional barriers. When multiple outreach strategies are 
used, many of these barriers can be surmounted, thereby possibly encouraging 
an earlier entry into prenatal care, increasing the regularity of 
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scheduled prenatal visits "kept" and improving chances of positive 
pregnancy outcomes. In selection of the outreach strategies, cultural 
and ethnic ispects should be addressed. 

Free access to information concerning the availability of prenatal 
care at the local level is a necessity. A telephone "hot-line" at 
the state level, advertised state-wide, would provide individuals 
with information regarding the availability of services in their area 
and could expedite the early entry of many more women into prenatal 
care. 

Health departments, privatp practitioners, social services departments 
and others need to work together to assess a client's needs and provide 
various services while the client is present in order to avoid multiple 
return visits within brief time spans. 

Networking of services is needed. Client transportation and apopointment 
scheduling should be coordinated so tht costs of revisits can be minimized. 

Training funds should be mtide available. Providing continuing education 
funds, on a contractual basis, may encour'3e more pr jfessionals to 
make themselves available to local heal th deoartnents as providers 
of low cost care. 
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THE PUBLIC HEALTH SERVICE RAISED CONCERN THAT THE DECLINE IN INFANT 
MORTALITY FOR MICK.GAN BLACKS HAS STOPPED. HOW 00 YOU TARGET PROGRAMS 
TO THE RISK POPULATION? HOW HAVE YOU AS A STAiE RESPONDED TO THESE 
STATISTICS? 



The Michigan Health Department responded to the infant mortality problem 
by first developing a complete report which was presented to the public 
entitled. Infant Deaths in Michigan: Analysis and Recommendations . 
It was published in September 1982, once it became clear that our 
1981 final figures showed an increase in infant mortality. The report 
set a goal for Michigan: 

To continue to improve infant health, and, by 1990 to reduce 
infanTliiortality by at least thirty-two percent, to fewer 
than nine deaths pe'-'T,000 live births for the state as 
a whole and no more than twelve deaths per 1,000 for any 
particular geographic area and racial or ethnic group . 

Specific recommendations were presented for short, medium and long-term 
action. Cost-effective interventions were detailed focusing on family 
planning, pregnancy and infant care and environmental hazard control. 

A itate planning group was then formed to guide the implementation 
effort. A first step was to identify cities and counties with the 
worst problems and provide funding and technical expertise to implement 
solutions. 

In each eligible jurisdiction, the local health decjartnent serveu as 
the lead agency, supported by Department staff, and convened a group 
of local persons interested in maternal and child health, including 
local medical societies, health providers, hospitals, and other agencies 
in the public, private and voluntary sectors. 

A local plan and budget was put together which took full advantage 
of all available local resources that could address the problem and 
which pa^d special attention to the specific risk factrrs in the community 
(special righ risk maternity propulations are: under 19 years of :ge, 
over 40 yLars of age, biack, poor, and/or previous pregnancy risk/problem). 
In some cases, the solution to the infant mortality problem did not 
require additional funding. 

Each of the designated jurisdictions convened a local action group 
and submitted a plan to the Department by December 31, 1982. The 
plan was based on a "Request for Proposal" (RFP) sent to each Department 
which outlined the project requirements. 

The program data from this initiative was recently analyzed in an 
evaluation report by University Associates, an independent contractor. 
They concluded, based on two quasi -experimental evaluation designs 
with a population of 3,359 clients that: 

The Michigan Infant Health Initiatives were 
effective in improving pregnancy outcome. 
Birthweight improved by an average of 
143 grams and prena 0 care began significantly 
earlier in pregnane 
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The Department of Public Health also worked to increase WIC Supplemental 
Food caseloads by 401 to 130,000 women, infants and children. 

Perhaps ths most important initiatives, however, were in prenatal 

care and family planning. Two cask forces were created and two reports 

went to the Governor and Legislature in 1984 

The prenatal care group recommended that: 

• Prenatal and postpartum care basic h;ralth service should be 
pl.-a»?d in over a period of two years begin.nng October 1, 
1984 and culminate in statewide availability as early 

as October 1, 1986. 

• The scope of services to be included in the proposed program 
statement should include prenatal and postpartum health care 
(medical, nursing, psycho/social, nutrition), .aboratory 
services, prescriptions, education and referral for other 
services. 

• Prenatal and postpa» tum care should be guaranteed to all women 
in need, with financial barriers removed. Women at or below 
185* of pove^*y (as defined by United States Department of 
Agriculture), and who are not eligible for Medicaid or other 
public or private assistance, will have their prenatal and 
postpartum care paid for with new state a>/propriations if 

no other source of payment exists. The new state appropriations 
may include a combination of state and oth^r sources of funding. 
An estimated, 9,500 women are currer .ly unable to pay ?nd 
would meet these guidelines. 

• Existing prenatal and postpartum services provided in Michigan 
must continue. Current service delivery involves a combination 
of providers including physician's offices, ambulatory care 
clinics, health maintenance orgenizations, community health 
centers, and local health departments. 

• Expansion of prenatal and postpartum care should be carriec) 
out by and through local health departments which will be 
responsible for providing or arranging for gap-filling services 
and for assuring the availability and accessibility of the 
proposed basic health service. 

• Medicaid should change its scope of service coverage to conform 
with the basic health service. 

• Outreach, education and t-^aining should be developed and 
implemented to assure awareness of tne availability and 
accessibility of prenatal and postpartum care, to improve 
understanding of the importance of this service, and tc reach 
especially vulnerable target groups who would benefit most 

by early and continuing prenatal and postpartum care. 



ERIC 



o ^\ .-I 



270 



-12- 



The Governor and Legislature accepted t^-. Prenatal Care Keport and 
appropriated $2.5 million in FY 1984-8b and close to $5.0 million 
in FY 1985-86 to carry out the plan. 

The family planning group recommended that Michigan develop strong 
information and promotional campaigns to notify eligible wome i of 
the availability of family planning services. In addition -tate 
level coordinationof program efforts should be greatly str thened. 
A statewide family planning coalition should be formed. New service 
initiatives should include a wide application of uniform service standards 
in all publicly funded programs, special approaches to vulnerable 
high-risk populations including women with high risk medical cona.tions 
ar^ sexually active adolescents, more efficient management of btate 
and local p. ograms, carefu' review of new birth control methods prior 
to their introduction in r»ichigan clinics, easily accessible service 
locations and involvement of men in organized family programs. A 
new public health funding formula should be developed to encourage 
implementation of new program objectives. 

It was also recomr-rended that Michigan ddopt the following family planning 
pel icy; 

Family planning is a cost effective preventive health service 
which supports maternal and infant health and the emotional 
and social health of individuals and the family. Family 
planning includes measures to both prevent unintended births 
and to overcome infertility. It is based on voluntary decisions 
and actions of individuals and its purpose is to enable people 
to determine the number and spacing of their children. Family 
planning services should be available to all individuals in Michigan 
seeking such assistance. 

Finally, it was recommended that the family planning service network 
expand over the next four years with tne goal of reaching 90S of all 
poor women in need of public services by the end of FY 1989. The 
expansion must include Title XIX Medicaid. Title X, Public Healtn, 
Planned Parenthood affiliates and others. 

This report was also accepted by the Governor and Legislature and 
$1.5 million was appropriated in FY 1985-86 to implement the f' ngs. 

Undoubtedly. Michigan Kill do well if it can fully implement the above 
initiatives. If so, the next step will be to assure comprehensive 
pediatric services for children, age zero to five. 
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Senator Durenberger. Our last panel is Sarah Brown, study di- 
rector, for the Committee to Study the Prevention of Lo\^ Birth- 
weight, Institute of Medicine, National Academy of Sciences, and 
Dr. Paul Wise, who is a director from Harvard. He can tell us all 
about the things he is good at. Thank you. 

Ms. Brown, I believe you are first on our list of testifiers. Both of 
your written testimony will be made part of the record. You may 
proceed to summarize it. 

TESTIMONY OF SARAH BROWN, STUDY DIRECTOR, COMMITTEE 
TO STUDY THE PREVENTION OF LOW BIRTH WEIGHT, INSTI- 
TUTE OF MEDICINE, NATIONAL ACADEMY OF SCIENCES, WASH- 
INGTON, DC; AND PAUL WISE, M.D., DIRECTOR, PERINATAL, EP- 
IDEMIOLOGY, JOINT PROGRAM IN NEONATOLOGY, AND 
FELLOW IN THE DIVISION OF HEALTH POLICY RESEARCH AND 
EDUCATION, HARVARD UNIVERSITY, BOSTON, MA 

Ms. Brown. Good morning, and thank you for inviting me. I be- 
lieve I was invited primarily because of my role in the Institute of 
Medicine report, "Preventing Low Birth Weight."^ I was the Si^udy 
director. We released it last winter, and I must say it has been very 
gratifying to hear it mentioned so many times this morning. 

As you may know, the Institute writes a lot of reports, and it is 
not £Uways clear which ones are read other than by our parents 
and friends; and I like hearing it serve so much as a focus of con- 
servation. 

Unfortunately, it has been noted so many times that my thunder 
has been stolen but let me go over a few from the study nonethe- 
less; then I v;ant to make a couple of observations on S. 1209 as 
well. 

I understand that you are focusing today on infant mortality, but 
by asking me to talk about low birth weight a bit, you have moved 
the discussion forward, because you are highlighting the very inti- 
mate link between those two measures. Our group, in fact, conclud- 
ed that reducing low birth weight specifically would be the single 
most important strategy for reducing infant mortality, again be- 
cause these two perinatal measures are so closely tied. 

I think it is important for us all to appreciate that the principal 
means by which infant mortality has been reduced in the Lnited 
States over the last 15 years has been our skill in orchestrating 
neonatal intensive services. Indeed, a sick, tiny newborn has a 
better chance of surviving in the United States than probably any- 
where else in the world. Our neonatal services are one of the enor- 
mous success stories of the country. The question now is one of the 
balance between prevention and treatment; in essence, can't we 
find some way to reduce infant mortality that relies less on salvag- 
ing tiny newborns and more on healthier pregnancies? Along these 
lines we talk a lot in our report about finding ways to produce 
healthier, heavier,'' better babies" in the first place. It is a simple 
point that to make, but one that I find bears repeating. 

The question that follows from this, of course, is how to prevent 
low birth weight. That, indeed, was what our group spent almost 2 
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y^?" ^f/^^Y^'^S The major message out of our report is, the cup is 
hall lull. There are a lot of unanswered questions, a lot of prob- 
lenis, but we clearly could be doing more to prevent low birth 
weight than we are, and you don't have to look very far for the 
answers. *^ 

A lot of them have been mentioned this morning. Our ctoup out- 
Imed five principal points of attack. The first was mentioned by 
iV^yor Barry, and that is preconception health— assuring that 
w4men are much healthier before they beconie pregnant and not 
waiting until the prenatal period, for example, to address issues of 
snioRing, inadequate weight gain or inadequate weight for height 

In this preconception are, I want to underscore the importance of 
tamily planning. You are the only person this morning that has 
even mentioned title X. Our report dealt extensively with that pro- 
gram and the essentiality of family planning. Planning for preg- 
nanqr— and all that goes with proper preconception health and 
family planning— IS one of the principal strategies for in^proving 
infant health in this country, and I don't think that link >etween 
family planning and pregnancy outcome in the future is made 
often enough. 

Second, the lOM advocates getting all women into prenatal care 
in the first timester of pregnancy. That issue has been discussed a 
lot this morning. I won t go over it except to mention two things- 
First of all, you mentioned Public Law 94-142, or rather Stanley 
Graven did. There is an analogy to public school as sites for deliv- 
ering care in the public health area. Most women live in communi- 
ties that are served by a local health department, which can serve 
as an existing network for reaching more women. We should not 
assunie that there is no delivery system available Lhat we can build 
on to increa':«e access. 

Senator Durenberger. Mostly they are out killing mosquitoes 
and things like that. [Laughter.] 

Ms. Brown. No in fact many of them are involved in maternity 
care, but I dont think we have given enough attention to the 
garden variety, a local public health department as a major re- 
source for increasing access. I think we need to consider their im- 
portance more so than we now do. 

Senator Durenberger. That is another good point. 

Ms. Brown. On this same subject of access, I want to highlight 
another ignoi-ed resource and that is nurse midwives. When we 
talk about communities where women cannot locate a maternity 
care provider, what we're really referring to is phvsicians. In 
tact. It we relied more on nurse midwives, many of the so-called 
provider shortages would ease. Unfortunately, though, guild prac- 
tices and other restrictive policies often keep them out of the pic- 
ture, thie despite the fact that in Western Europe, they a a maior 
resource in this area. 

A third thrust was to advocate the expansion and refinement of 
the content of prenatal care, and in particular, making it more 
flexible for high-iisk women. 

A fourth point was mounting a long-term and extensive public 
information campaign in the area of reproductive health We have 
gotten drunk driving and child immunization into the national con- 
sciousness -it s time now for a similar thrust on a few key issues 
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such as planning for pregnancy, obtaining prenatal care, and avoid- 
ing risky behaviors such as smoking while pregnant. 

Fifth, being the National Academy of Sciences, we, of course, ad- 
vocated research. And, indeed, in this area, there are enormous 
areas and questions that merit work. 

Spanning all these specific recommendations was the clear mes- 
sage that we need old-fashioned Federal leadership, not always dol- 
lars, but a clear focus that this broad area of reproductive health is 
important. 

We sort of slipped around this idea a little bit this .norning, but I 
really commend you for focusing on the leadership role, not just 
the dollars, but the care. 

Senator Durenberger. Good. 

Ms. Brown. Let me turn now to the S. 1209 for a minute. Four 
quick comments: I think the Commission can make a major contri- 
bution on one condition, and that is that its primary focus be on 
designing a very practical, feasible, fundable plan of action. We 
need a politically attractive plan to finance it, in particular. People 
often come up with ideas, but they don't talk enough about who is 
going to pay. I would urge that you think a lot about payment sys- 
tems and who is going to actually come up with the dollars to do 
what we already know needs to be dene. Just pulling together ideas 
and data will be of limited utilit^'. Our group did it for 2 years — we 
don't need to repeat the process. The question now is how are we 
going to do what clearly needs action, and how are we going to pay 
for it. 

Second, although the bill, as I read it, mentioned private re- 
sources and private institutions a number of times, I noted that the 
flavor of the bill is really oriented to public programs and public 
institutions. I must tell you that in working on the Institute of 
Medicine report, I came to the conclusion that we are going to need 
a much stronger private sector role in this area, and I v/ould urge 
you to organize the Commission's mandate accordingly. 

For example, our report emphasized the role of the media in con- 
veying some important messages about reproductive health. The 
media in this country is largely a private concern. We need to 
enlist CBS, for example, in a variety of these issues we have been 
discussing. Similarly, we need to enlist full interest and support of 
the private doctors. In the State of Florida, I believe it is the case 
that only about 250 OB/GYN's, out of 2,500, accept Medicaid pa- 
tients — clearly, that is an unacceptable ratio. Improving will re- 
quire work with the private sector. In short, I an suggesting that 
the legislative history of this Commission focus a lot on private in- 
volvement and not leave all responsibility up, again, to the public 
domain. 

Third, I noted that the bill embodies one of my most favorite rec- 
ommendations from the Institute of Medicine report, and that is 
that we need to design some sort of system in this country for get- 
ting all women into prenatal care. Such a system must, of course, 
be pluralistic, involving public, private, and volunteer sectors — but 
something far more organized than our current patchwork, haphaz- 
ard approach. Indeed, our group recommended that the Depart- 
ment of Health and Human Services convene a task force to design 
just such a system. There has, however, been no response to that 



274 



idea. And I think the Commission s'lould take up this system 
derfign matter with energy. 

Fourth and finally, while the bill works its way through tne Con- 
gress, and then while it does its work, we should nc lose sight of 
some approfiches already >-ofore Congress— title X, WIC, Medicaid, 
and related programs. V st continue to use and support exist* 
ing prop-flms for mat- .d child health while we think of the 

grand remedy. 

Thank you. 

Senator Durenberger. Great. Thank you very much. 
Dr. Wise? 

Dr. WiSF Thank you. I am P-.ul Wise, the director of perinatal 
epidemiDlogy, Joint Program in Neonatology at Harvard Medical 
School and a fellow in the Division of Health Policy Research and 
Education at Harvard University. I am a pediatrician on the staffs 
at the Children's Hospital and the Brigham and Women's Hospital 
in Boston, MA. My work is centered on the social determinants of 
mfa^it health, some aspects of which were recently published in an 
article in the New Enf 'and Journal of Medicine, entitled "Racial 
and Socioeconomic Disparities in Childhood Mortality in the city of 
Boston." 1 

I am grateful to the committee for the invitation to speak here 
today. It is my strong view that the .cent period of progress in 
infant survival in the United States is entering a new phase of in- 
creased vul lerability. We can no longer rely c.i the major improve- 
ments and t.ie survival of low-birthweight bab.js to drive down our 
infant mortality rate. 

We will soon have to face the dual issues that have remained at 
the heart of our poor international standing in infant mortality, 
our high rate of low-birthweight births; second, our high rate of 
death Huiing the postneonatal period. These problems are not the 
prodr ^ creography. They are not the product of being a heteroge- 
nous j ^.ii'i^ion. They are a product of our policies. 

It is not the failure of medical technolo^ that brings us to this 
period of increased vulnerability. It is its success, in that it has left 
more glaring the yet unattended issues of low birthweight and 
postneonatal mortality, issues vhich make the infant mortality 
rate inher^^ntly more sensitive lo socioeconomic conditions, issues 
upon which a national commission could help focus considerable at- 
tention. 

My second concern relates to the persistence of social and racial 
disparity in the face of significant reductions in infant mortality. 
This deserves special attention. Our recent study in Boston was ci 
national interest primarily because e were able to look at what 
happens to racial and social disparity in a large group of children 
with almost total access to high technology neonatal and pediatric 
medical care. 

Ninety-three pe'-cent of all births in Boston and 96 pt rcent of all 
low-birthweight bi *^hs in Boston, in fact, occur in major teaching 
hospitals with level three high technology neonatal intensive care 
units. 
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So we were able to look, really, at ^he firs .ne at a population 
level, what happens to disparity when you have virtual, tot-al 
aaess to high technology medical care. 

We found that high access to tertiary medical services greatly re- 
duced racial and social disparties in infant and certain other child- 
hood mortalities. This underscored the importance of equitable 
access to all levels of medical care for all children in need and the 
potentially disastrous consequences of allowing these critical serv- 
ices to be provided on the basis of social cla3s. In a context of re- 
duced expenditures for social programs, and in the midst of finding 
lowei '^'.t methods of financing health care, a process virtually en- 
tirely concerned with the parameters of adult care, I might add, we 
must assure that our regional systems of perinatal intensive care 
do not begin to unravel. 

Indeed, without quick action, we may soon witness the deregiona- 
lization of perinatal services on the basis of the ability to pay, a 
situation likely to result in major detrimental effects on the infant 
mortality rates on all but the wealthiest of our citizens. 

However, as important as this technical capacity was in our 
study in Boston, it was not sufficient to eliminate fully social dis- 
parities in infant mortality. Major inequities remain. The technolo- 
gic capacity of modern medicine could not erase the legacy of 
laiTger social inequities and the failures of our present preventive 
policies. 

Continued medical advances in no way guarantee reduced social 
or racial disparties. Policies which foster general improvements in 
the survival of our Nation's infants may not affect or could even 
worsen, present social and racial disparties in infant surviv \ 

Equity in infant outcome can only be achieved when inequity in 
infant outconie is addressed and addressed directly. Much has been 
stated regarding the detrimental impact of a number of maternal 
behaviors including smoking, alcohol and drug abuse. It seems 
clear that reducing the prevalence of these behaviors could help 
reduce overall levels of low birth outcome. 

However, there is no reason to believe that such an approach 
would reduce racial or social disparities in low birthweight. White 
women smoke more than black women during pregnancy. They 
also drink more than black women during pregnancy. There is 
little evidence to suggest that the reasons for racial or social differ- 
ences in the health of newborns lie in the harmful behaviors of 
their mothers. 

Rather, the source of disparate mortality rates lies in the inequi- 
ties that heighten the prenatal and postnatal risk of illness, as well 
as reduce access to appropriate medical care. It is in this sense that 
the reduction of black infant mortality in this country means more 
than the mere reduction of a certain number of excess deaths; it 
relates directly to a more fundamental commitment to a more re- 
sponsible and just society. 

I clearly have great respect for . work done by nanv of Lhe 
HHS scientists, particularly the oneu that were here e^^iiier today, 
Dr. Hutchins, Dr. Berendes, and their colleagues. 

However, my concern is not with good science. It is with the 
translation of good science into good policy. I speak in strong sup- 
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port of a national commission, for we desperately need a coherent 
national policy on infant health. 

At present, in my view, no such policy exists. A public commit- 
ment to improve infant survival will have to first deliberately pro- 
tect the progress of the past two decades. More far reaching, how- 
ever, will be those health and social policies which integrate the 
growing power of medical understanding with our social goals of 
equity and maximal opportunity, a challenge that has yet to be ad- 
dressed in a national forum. 

Thank you. 

Senator Durenberger. Great. That was a terrific way to bring 
this hearing to a close, because you said much more succinctly 
what a lot of us were trying to say through the set of questions in 
the beginning, whether it is social justice or social policy or some 
larger thing. As I understand what you are saying is you can point 
to smoking and you can point to drinking and you can point to 
some of these specifics, but that isn't going to explain some of these 
lines. 

Dr. Wise. That is right, good ideas but do not get at the heart of 
the disparity issue. 

Senator Durenberger. That is right, and you need to do some- 
thing about each one of them. 

Dr. Wise. Absolutely. 

Senator Durenberger. Because eacli one of those does have an 
impact on the problem we are trying to solve here. 

But in the larger context, you are not going to get that red line, 
which is labeled "black," down, nor deal with some of these other 
specific problems, the poor and so forth, unless you deal with them 
in some context other than tnat of the five guys who came in here 
and were stuck with articulating the administration's opposition to 
a commission. 

Is that sort of a fair summary of where we have come with this 
hearing? 

Dr. Wise. Yes; also, I think there is a level of desperation in our 
voices at this point, particularly for clinicians working in the field. 
Commissions have perhaps been useful for different things at dif- 
ferent times. We have great fears about the convergence of some 
very distressing trends. We have problem^s with the infant mortali- 
ty rate itself at a time when we have reduced expenditures for 
social programs, refinancing of the whole medical care system, and 
who speaks for the kids and pregnant women of concern. 

Senator Durenberger. Let me tell you the bad news on that. 
Kids aren't going to make it in the next 5, 10 years, period, and 
that includes a lot of healthy adult kids who are having it stuck to 
them by my generation. It doesn't want you to touch our retire- 
ment and doesn't want you to touch our free houses and our free 
cars and our tax deductible this, that and the other things. To hell 
with our kids. That is the attitude of my generation, until you do 
something about us who control this political system. Kids, unborn 
or recently born, are going to be in for a really hard time. This 
system is taking care of my folks' generation and their rf^tirement, 
and it is sure going to take care of our generation, now and in our 
retirement. 
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As far as our children are concerned, they really have a hard 
time. So I think we have got to do more than a commission. I think 
the net result of this hearing ' that we need to hear from people 
across the country. We need to hear something that cries out for 
the young and the unborn and for the recently born and for the 
developmentally disabled and for those who are ^ oing to die up- 
stairs sometime today because of the problems presented for them 
in this light through no fault of their o\/n. 

But if we leave it to the State and local government and studies 
and magazine to get the job done, it isn't going to happen. So then 
the Nation says, children have value. Nothing is going to happen. I 
guess Lawton just sort of scratched the surface with his commis- 
sion saying children have value, and we would like to get a bunch 
of folks together to say children have value. Somehow we are going 
to have to go beyond the commission and a lot more education. 
Sarah. 

Ms. BaowN. I just have two comments in that regard. When our 
group was working through this very fundamental question of does 
prenatal care make a differnce, we did it, we hope, in a scientific 
way. We assembled data and we looked at all the different popula- 
tions that had been studied anc* v^'.rious study methodologies and so 
forth. Yet the really fundameci^^il question is, for everybody in this 
room, if they themselves were pregnant or their wife or partner 
were pregnant, would they act to obtain prenatal care or would 
they not? And the anwer is, yes, they would seek prenatal care 
without hesitation. 

So it really is a social justice question as much as a scientific 
one. We should attend the equity and justice rationale for extend- 
ing prenatal services to all, and not rely just on documented effica- 
cy defenses. 

Second comment: I have been impressed by the extent to which 
Western European countries have articulated maternal and child 
health policies. They have clearly stated in their social policies tha* 
they care about their pregrant women and children in a way that 
this country has chosen not to do. It again gets to that very funda- 
mental issue of whether or not we view this group of citizens as 
important. Many of our difficulties seem to flow from this funda- 
mental lack in our articulated social policies. 

Senator Durenbuerger. Thank you all very much. 

Dr. Wise. Thank you. 

Senator Durenberger. I am sure we will ask both of you to 
elaborate for the record, although I don't think I could have done 
much better than you did in the 5 minutes. 

[The prepared statements of Ms. Brown and Dr. Wise along with 
responses from Ms. Brown to written questions follow:] 
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PREPARED STATRMENT OF SARAH S. BROWN 

Good Morning. Let m first thank you for inviting ne to nake a 
■tateaent today. Your invitation to me ctae, I believe r principally 
because of ■/ role in developing a report released by the Institute of 
Medicine (lOM) last winter, entitled Preventing Low Birthweight . I was 
the study director of that effort and will use soae of ay tioe this 
aorning to suanarize the main aessages of that report. I worked in 
conjunction with an expert steering coonittee chaired by Dr. Richard 
Behraan, Dean of the Case Hestern Reserve University Schoc. of Medicine. 

The focus of these hearing is, of course, on S. 1209 and on the 
general challenge of infant mortality, not on low birthweight 
specifically. Yet by giving prominence to the particular problem of 
low birthweight, you have already moved the discussion forward 
substantially, because there is a firm link between low birthweight 
and infant mortality. Simply put, low birthweight (being born at less 
than about 5 pounds) is one of the most potent predictors of death in 
the first year of life. Infants weighing 2500 grams or less are 
almost 40 ^^mes more likely to die during their first 4 weeks of life 
than are normal weight infants. Very low birthweight babies (those 
under 1500 grams) are almost 200 times more likely to die in the 
neonatal period. Such figures underlie our group's conclusion that 
reducing the rate of low birthweight holds the key to further major 
reductions in the nation's late of infant mortality. As you know, our 
rate of infant mortality has dropped significantly over the past 15 
years, but it is important to recognize that the main reason fewer 
babies are dying— in the first 4 weeks of ]ife especially— is the 
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great auccesa of our neonaul intensive care services. In fact, 
birthweight-specif ic neonatal Mortality rates in the D.S. may well be 
the lowest in the iiorld. A sick, tiny newborn has s better chance of 
surviving in the D.S. than anywhere else in the world. But unless we 
intend to save ever tinier, ever sicker newborns at great cost (it Is 
estiaated, for example, that the D.S. spends close to $2 billion 
annually on neonatal intensive care services) and possible increased 
risk of handicap, we will have to find a way to produce healthier, 
beavier, better babies. That is, we oust prevent low birtbweight and 
other poor pregnancy outcooies in the first place afSfl not iy so 
heavily on the heroic salvage efforts of neonatal care to reduce our 
rate of infant aortality. 

The question that follows from all of this, cf course, is how can 
we prevent low birthwei it? Our Institute of Medicine group spent two 
years on that specific issue and concluded that we know enough at 
present to be doing far nore than we are to ease this important 
perinatal problem; and, further, that preventing low birthweight may 
well prove less costly both socially and economically than additional 
investments in neonatal intensive care. We outlined an approach to 
preventing low birthweight that emphasizes five principal points of 
attack: 

1. Reducing risks associated with low birthweight before 
pregnancy by means of risk identification, counseling, and risk 
reduction; enlarging the content of general health education related 
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to reproduction; and continuing r expanding r and inproving the provision 
of faaily planning servicea. 

2. Increasing the accessibility of early and regular high quality 
prenatal care services to all «fonen. Achieving this goal entails 
understanding the reasons why soae woven still obtain little or no 
prenatal care, and systenatically reaoving their barriers to care. 

3. Strengthening and expanding the content of prenatal care for 
all wonenr and increasing the flexibility of prenatal care to meet the 
varied needs of individual wonen and of selected high--risk groups. 

4. Mounting a long*teriDr extensive public information program to 
increase the visibility of the low birthweight problem and to convey a 
few well-chosen messages about selected risk factors. 

5. Conducting a multifaceted program of research on low birth- 
weight. Topics on which research is needed span many of the health 
sciences and are highly diverse — from more knowledge about the 
biological triggers of preterm labor to descriptive surveys of the 
content of prenatal care. 

Many of the strategies advocated in the lOM report are not new, 
although a few are. Mhat is unique about the lOM report, I think, is 
that it argues for a multifaceted approach to prevention and gives 
ecjal weight to efforts as diverse as basic research on the etiology 
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of low birthweight, and the laporUnce of the Medicaid program for 
extending prenatal benefits to high-risk, low-incoM i#oBen. 

With your permission, i will enter the sugary of our report into 
the record in order to develop and document these points more 
adequately. 

I would like to turn now to the specific issue of S. 1209. It is 
important to clarify that I am commenting on the bill primarily on the 
basis of my long-time interest in maternal and child health and do not 
speak for the lOM Coamiittee on Preventing Low Birthweight. It had 
completed the bulk of its work by the time S. 1209 was introduced and 
thus was not able to discuss it. I have four reactions to the bill. 

First, I want to commend the Subcommittee for taking such a deep 
interest in infant mortality. As you know, this problem often gets a 
lot of emotional attention but far .oo little legislative, financial, 
or political action. Along that ]ine, let ma sound a fairly obvious 
cautionary note. I believe the proposed Conmission will loake a major 
contribution to infant health and survival only if its primary focus 
is on designing a practical, feasible agenda for action, on lining up 
wide support in many social sectors to work on the agenda, and on 
developing a politically attractive plan for financing the recommended 
steps— this last function being perhaps the roost important. Me already 
have massive amounts of data, experience (particularly at the state 
level) and reports about infant mortality— the lC3M*s being one of the 
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■ost recent, flhat we don*t have, eepecially at the federal level r is 
the political will and financial readiness to do sonething bold and 
significant sbout the probleor to raise the issue of infant aortality 
higher on the national agenda, and to invest seriously in a vulnerable 
population. To the extent that the Coonission is oriented to drafting 
s fessibler ^fundable" plan of action, it will be useful. If, by 
contraat, it only aaseables existing data and ideas, a major 
opportunity will have been lost. 

Second, slthough S. 1209 mentions private resources and private 
institutions on a number of occasions, I was struck by how many of che 
bill's specifics and overall tone were oriented to pu^»iic programs and 
the public sector. In working on the lOM report, I think many of us 
came to the view that easing the problem of low birthweight and, in 
turn, infant mortality, is going to require a stronger private sector 
concern with infsnt survival. For example, our lOH group urged that 
the media take a leadership role in conveying some simple concepts to 
its lormcijs audiences on such issues as the Importance of prenatal 
care and the dangers of smoking duri.^g pregnancy. Another issue 
touching the private mector is the so-called "provider problem". Our 
group ni ted that access to prenatal services in some communities can 
be traced to inadequate numbers of physicians avaUable or willing to 
provide such care, particularly to low income women. Clearly, we need 
to find some way to engage the large community of private physicians, 
among others, in easing the access problem. Another example involves 
private insurers. It is apparent that maternity services are not 
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altnys covered adequately in a wide variety of health plans— here t toor 
we will need private sector involvesent to movt forward. I would urge, 
therefore, that the legislative history of the proposed Conission Mke 
clear that various private sector institutions should be involved in 
both the CoMiiss ion's work and in its plan of action. 

Third, I noted that S.1209 embodies at least the spirit of one of 
■y favorite recomendations in the lOM report — namely, the need for us 
collectively to outline sone system for naking prenatal services fully 
available to all pregnant women in the U.S. — a system involving a wide 
variety of individuals and institutions (private, public and voluntary) 
no doubt, but one that also has sone clear lines of responsibility and 
accountability. 

As I noted earlier, the lOH report attached a lot of significance 
to increasing access to prenatal care, but I must tell you that as we 
studied all the conolicated barriers that result in poor prenatal care 
utilisation, we gradually came to the conclusion that problems of 
access reflect primarily the nation's patchwork, nonsy sterna tic approach 
to making such services available. Although numerous programs have 
been developed in past years to extend prenatal care to more women, no 
institution bears responsibility for assuring that such services are 
g(:nuinely available in some very fundamental, practical sense. Without 
such responsibility or accountability, it should not be surprising that 
gaps in care remain and that efforts to expand prenatal services often 
face enormous organizational and administrative difficulties. 
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Accordingly, we outlined a sinple, direct system of responsibility 
and accountability, spanning federal, state, and local levels of gover- 
nance. In particular we urged that the Secretary of the Departnent of 
Health and Bunan Services convene a task force to define such a system, 
suitable to our pluralistic way of providing health care in this country 
As you know, no such Bovenent has occurred at the federal level, and now 
that Mrs. Heckler has been reassigned to a position in Ireland, the 
■atter is even further stalled. 

It is my own hope that perhaps the proposed Commission can take up 
this task. It really is central to reducing infant mortality and 
merits sustained attention. 

Fourth and finally, I want to urge that even while this Commission 
is being formed and during its deliberations, we not ignore some 
approaches already available and currently before Coiigress to reduce 
infant mortality. The lOM report, for example, suggested a number of 
broad directions for increasing the capacity Medicaid to impr<-ve 
pregnancy outcome; it also underscored the importance of wiC and the 
Title X program for healthy pregnancies, and talked in detail about 
the need for research on many aspects of the infant mortality problem. 
Even while thinking of new approaches. Congress should act to support 
existing ones through the appropriations process and through such bills 
as the Medicare/Medicaid Budget Reconciliation Amendments of 1985. 
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MS. BROWN'S RESPONSES TO T^mITTEN QUESTIONS 



1. The Administration stateo earlier that the link between prenatal 
care and Its effects on reoucing low birthwe^ght is •unclear*. Do you 
agree with that statement? 

Our report gave detailed attention to the specific question you 
raised: can the receipt of prenatal car* be shown to reduce low 
blrthwelght? We recognized that, In some sense, tiie relationship 
between prenatal care and low birthwelght will never be fully 
understood because the research needed to assess prenatal care's 
efficacy - randomized controlled clinical trials - cannot be mounted. 
Belief In the value of prenatal services Is so widespread that women 
and researchers alike would be unwilling to deny prenatal care 
altogether to one group in order to judge Its Impact in another. 
Thus, we are all in tne position of having to assess the value of 
prenatal care based on data and judgments that are not scientifically 
unassailable; we must look at program ^valuations, birth certificate 
data and others that do not have the pLrity that many RCT data do. It 
may be in this sense that the administration referred to the link 
being 'unclear*. 

Nonetheless, the world is filled with difficult situations and 
questions that must be addressed in the face of less than ideal data. 
Our committee believed strongly that even in the absence of fully 
adequate data, much can be said about the role of prenatal care in 
reducing low birthwelght. our specific conclusions included the 
following: 

• Although a few studies have not been able to demonstrate 
a positive effect of prenatal care, the overwhelming 
weight of the •v^^auce ^s that prenatal care reduces low 
birthw<*iiht. This findii^g is strong enough to support a 
broad, i'v.ion^l com Itment to ensuring that all pregnant 
women, especially those at medical or socioeconomic 
risk, receive high-quality care. 

• Because the contend of prenatal care Is not defined 
carefully in many of the studies reviewed, it is not 
possible to trace the benefits of care to specific 
aspects of the total care package. 

• A ma]or theroe of virtually all the studies reviewed is 
that prenatal care is most effective In reducing the 
chance of low blrthwelght among high-risk women, whether 
the risk derives from medical factors, sociodemographic 
factors, or both. 

• All of the studies reviewed that are based on large 
numbers of cases, particularly those using vital 
statistics data, show that prenatal care exerts a 
positive effect on birthwelght. More variation exists 
anong the results of studies evaluating special 
programs, although the majority show that prenatal care 
IS associated with improved birthweight. Those special 
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programs thit have ahown a positive Impact on 

blrthwelght usually offer prenatal care that goes beyond 

more routine services to Include flexible combinations 

of education, psychosocial and nutritional services, and 

certain clinical Interventions such as low threshhold 

for hospitalization, careful screening for medical 

risks, snd a rapid response to the first signt of early 
1 .k.^. ■• 



The limited Impact of prenatal care suggested by some of 
the special programs may result from the fact that the 
care was not organized to address what is now known 
about the causes and risks of low birthweight. For 
exsmple, the care may not have focused on such factors 
as smoking reduction, adequate weight gain, reducing 
alcohol and other substance abuse, patient and provider 
education about prevention of prematurity, or specific 
medical risks associated with low birthweight, such as 
bactcrlurla. 



2. Did you look at environmental factors as a variable contributing 
to low birthweight? r you think it is a variable worth exploring? 

I suspect that by "e vironmental factors,* you mean toxins, 
workplace hazards, and related risks. Our committee acknowledged that 
these may Indeed play a role in low birthweight (as they surely do m 
birth defects), but that very little data exist to estimate the 
magnitude of risk. The attached article is a notable exception; so 
also Is the evidence on DBS exposure, (we noted that deS produces 
changes in the reproductive orgsns of developing female fetuses that, 
at maturity, significantly Increase the risk of a wide variety of 
reproductive problems Including both Infertility and preterm labor.) 
We urge further research In the broad area of environmental risks, as 
have many other groups. niOSH and niehS both have some activities m 
this area that you might wish to explore. 

If 'environmental 'actors* can be construed to include both 
emotional and physical stress, our report had more to offer. We 
stated that physical stress, and probably emotional stress also, can 
increase the risk of low birthweight. indeed, a major thrust of the 
French approach to prevention of prematurity is stress reduction. We 
urge further research on the role of stress in pregnancy outcome and 
suggest that, particularly for women judged to be ai high risk of 
preterm labor, reducing stress in later pregnancy is prudent. 



labor. 
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iBddcncc of Low Birth Weight Amoiig Uvc Cinal RctldcnU 

AbMrect Tkt mciitnct nf low birth weight amottt whit* live-born infants from 
1940 throtigh 197$ wmt tludtedin various sectHMS of the Love Carnal A statisticaify 
tigntficmia excess wasfomnd in the historic swmle area from t940 through 1953. the 
penod wheit vanoms chemicals were dumped m this dupotal site Potential con- 
founding factors such as medicd-theraptuic htstones. smokutg. educutton, mater- 
nal age, birthorder, length of ge.tation, and urban-rural difference dtd not appear to 
account for tka obstrfatiom Low btrth weight rates were comparable to those of 
upstate New York from 1954 through 1978. the penod when there was no deposition 
ofchenucsi wastes 



Concent about •dvene health effects 
thai might be asiociaied wnh huardouf 
chtmicalf dumped at uief luch as the 
Love Canal has been growini Over 200 
chemicalf have been found in the Love 
Canai dump iiie (/) and nuny, such as 
benzene (2) and lindane (J), have been 
shown to have loxic effects on man in 
industrial settings The spectrum of hu- 
man hazAfds that mi^i be asiocuted 
With other compounds isolated m the 
canal, such as certain isomers of dioxin 
{4). IS not known 

Two mmor diAculties encountered m 
designing eptdemiologic studies of 
chronic diseases in muliichemical set- 
tings are the uncenainty in seltciing ap- 
propnate end poinis and the long indi^- 
tion penod between exposure and clini- 
cal diagnosis Certain adverse reproduc- 
tive events, however— low btnh weight 
IS an exafflple--art objectively identifi- 
able in a relatively sh<m pcn?d of time 
We analyzed data on the incidence of 
low hnh weight among infants bom m 
the Love Canal area from 1940 through 
1971 This lime span includes prnods of 
acnve dumping at the site (1940 through 
1953) and no formal dumping (1954 
through 1978) 

The study populjiion included alt pco 



pie residiiy in single-family houses locat- 
ed in a series of parallel streets (97ih 
Street through Ib3rd Street), bounded on 
the nonh and south respectively by tvi.o 
avenues (Colvin and Frontier) (J) Back- 
yards of 99 houses on 97th and 99th 
streets directly ^t the canal 

Because there are no hisiorKal envi- 
ronmental data on houses in the study 
area, we had to infer which subsets of 
the study population might have maxr 
mum exposure to c! emicals We rea- 
soned that one group might be the fam- 
ilies who lived on 97ih and 99th streets 
directly adjacent to the chemical dump 
site The accumulation of ram and 
ground water,, facilitated by eithrc t*"*u- 
ral or man-made activity, cou,. ^ve 
raised the level of chemical wastes to the 
lopsoil layer, thus facilitating lateral mi- 
gration This slowly overflowing baihiub 
effect could result in the innspon of 
waste products to adjacent backyards 
and basements 

Another possibihty was thii cenain 
chemicals in the dump site m.^t have 
spread preferentially lo house located 
on the natural drainage pathwa>» m (he 
area Before the development of housing 
in this area, a number of natural shallow 
depressions traversed the area some of 
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which mtenccie4 fhc Love Canal iiietf 
The kxatKMti c" dcprrtsioni. com- 
monly referred ^ ides, were deter- 
mtned from acnai pholofraph» taken in 
1931. 1951. and 1966. Tin oocofraphs 
were indcpcndcntiy interpret ly i 
gnMjp at the Cor .u University avhool 
of Civil and Environmental Enfineennt 
who had no knowicdfc of the hjrpothetei 
bemt teited These depreiiioni served 
ai drainage ways and produced pondmi 
in certain sections dunnt times of high 
water Additional venfkation of histori- 
cal drainate pathways was obtained 
fro^ imenncws with area residents and 
review ol their photographs and motioa 
pKiures As the area was developed, the 
contour and extent of these swales was 
siibstaniiaily modified By 1936. the ma- 
jor swale whKh intersected the upper 
section of the canal was eliminated The 
identification of houses located on these 
natural depresstons was tstiMished from 
scnal aenal photographs taken between 
1931 and |966 Still mother possibility 
was that residents in the entire study 
area might have been exposed to louc 
vapors emanating from the dump site 
Accordingly, we hypothesaed that there 
wu an excessoe incidence of low binh 
weight tnfanis who were conceived and 
boi.i in each of these ireas 

In an effort to identify and interview 
alt individuals «ho ivsided in the itudy 



Fi| I TV 3 ycir movng av- 
cntn for percemifcs of low 
binh weighis among mfaau 
bom in th« Love Cuial swak 
srrKu - 174). tbcreuoribc 
Love CiMl trca <h - 443). 
•nd uptuie New York 



area at any time from |940 through June 
I97t. 'he folkiwing source* were used a 
review of all propeny records on file at 
the assessor's office m Niagara Falls. 
New Yorlc. aty dtrectom for all avail- 
able years m the srudy period, calls to 
hot hnes indicating individuals with prior 
residency in the area, and residents iden- 
tilled by those who lived m the area and 
were imerviewed in 1971 Binh files 
from vnal records at the New Yoct Sute 
Department of Health were searched 
manually for all surnames idemifled 
ihrou^" .'sources, for the years 1940 
through 1971 In addition, all available 
conputcmcd ^ tal record binh files 
(1951 'JuDugh 1971) were surveyed to 
identify live binhs m the study area as a 
check on the otber data No additional 
births were found for the period With 
use of a prepared queiiionnatre adult 
residems (II years of age and older) 
were interviewed about past medical, 
thcrapeutK. social (smoku«. alcohol, 
and educational), and occupations, his- 
tories Pregnancy histones were tih- 
taincd from all females The same field 
investigaton conducted the interviews 
throughout the study 

Of the 1295 adult ficflules who were 
idcnttfied as having resided m the study 
area, 1201 (92 7 percent) were kxated 
and interviewed Fony-onc (3 2 percent) 
were located but refused to be inter- 



Tabk \ Total live binh» tnd children bom wiih low binh weighis m ihe swile area compared 
wiih ihe reti of ihe Love Cinal ithit i» abuuing ihe canal SnJ nonswale) md b> ihe known 
tmokinf anb educational hi»ionc» The ^ values are bateJ on one i ailed . ie»1» for two 
proportion* Numben m pjrenlheie* are percenia|c» 

Number of bmhi 
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viewed, and S3 (4 I percent; could not be 
located There were 313 women who had 
a total of 617 children (612 (99 percent) 
white, 4 black, and I Amencan IndianI 
bom alive m the study area from January 
1940 through June 1978 They had resid- 
ed tn the area an average of 1 1 0 years 
(range I to 30 years) dunng their repro- 
ductive penod (15 through 44 yean of 
age) Birth ceniAcaie information for all 
infants bom to women who had lived in 
the area for at l«asi 9 months before the 
ume of the binh of the child was ob- 
tained from tbe Sute's Bureau of Vital 
Records The address was reviewed and 
the bmh weight shovn on the ceniAcaie 
recorded If the resident address on the 
birth cenif^te was not a study area 
address, the binh was not considered m 
the analysis Infan's who weighed 2500 g 
(5 pounds. I ounces) or less were consid- 
ered low birth weight children 

The proportnn of low bmh weight 
mfants among all live bmhs was esub- 
hshed for the entire study area, the swale 
area, and tbe area abutting the canal 
The average propoition of all white in- 
fants of 2500 g or less at bmh for upsutc 
New York (that is. New York State, 
excludmg New York City) from 1945 
through 1978 (6) (5,088.556 live births. 
351.682 as 2500 g. 6 9 percent low bmh 
weight) was used in comparisons to indi- 
cate whether there was an excess of low 
bmh weight children m the various study 
areas As another comparison, tbe pro- 
portion of low birth weight white chil- 
dren for all Cities of population 25 .000 or 
greater (|970 census) in upstate New 
York from 1953 through 1976 (7) was 
calculated (1.043.066 live buths 
80.938 s 2500 g, 7 8 percent low bmh 
weight) Sex ratios (male rate divided by 
female rate) were calculated for cKh 
Love Canal study area, for upstate, and 
for the urban group Binomial probabili 
ties of the observed number or more of 
low bmh weight chtklren were esub- 
liihed for each study area on the basts of 
these rates Probabilities of differences 
between areas within the canal were also 
established by the normal approximation 
of the difference between two propor- 
tions Iz test, one-taile >is was also 
done for differences v *n smoking his 
tory of mothers and household education 
(highest number of years of school com- 
pleted by either parent) were considered 
An examination of the past medical, 
therapeuiic. social, and occupational his- 
tories of adult females with live births 
did not reveal any unusual patterns, such 
as radiation therapy or known infection 
dunng pregnancy, m any of the areas 
studied 

The expected number of low btrth 
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rtft Jii-tluUttn by lie of axKhc wu 
'detrrouncd frooi the propoftton of km 
wctilii m each ape group in 

wpttait Kcw York and llic number of 
livtbirtlubyryr of BkMkcruicacb area 
Tlw prababiktica of the differencta ware 
cateulalcd ()(' ictt) Tlic tame analyict 
wcrt Am^ for bvth order Gcttaiioaal 
lie (uadcr 37 wcdu) of low bnh wcighi 
diddmi wu eiai—f J for each area and 
for upetaic New York Fmatty. icinponJ 
titads m Mcb itudy area were evahiaicd 
by cakutohig 5>year aovug avcrafei of 
the pcrctiMage of low birth wcigf .1 chd- 
diea by ytar of b«lh 

AaiMg the ^17 children boru m the 
ealtre study area. S3 (t 6 pcrccni) bad 
towbmhweightt In the liouset abutting 
the csmI, there were 124 bve binh» with 
I (6.5 perccM) lov bvth weight infamt. 
and anoflg the 174 kve born mfan'v ui 
the twale area. 21 (12 I percent) had low 
bmh woghli 

ThcboMNMalprababdrtJcaofthc oum- 
bert of low binh weighi cbUdreo ob- 
Kfved for the entire study area a» well as 
for the area abutting the canal were 
within chMCCvanatioat^ >005foraU) 
when compared with upataic New York 
or the uitaa areas. The probabilitjcs 
of the dtstiibutioas by matcreal a«e and 
by buth order when compared with up- 
suae New York were alio withm chance 
vanatioa (f > 0.03 for both) However, 
the number of low buth weight infanti 
bom m the iwale area wai signiAcantty 
more than both upstate New Yotic (bino* 
oual. F ■ 0.009) and tne urban area 
group (biootmal, F - 0029) (g) When 
the dau were analyzed by age of mother 
and by birth order, the number observed 
10 this area was also itfraflcantly more 
than upstate New York for each [respec- 
tively. xH)) - 7 0514. ^ - 000«. x'd) 
-6 7431.^- 0 009) 

Swale aru residents had signiftcantly 
more low weight children than did the 
residents of the rest of the ''anal 
- 0 027) (Table I) This was also true 
among women who had never smoked 
(f - 0 035) Results for educational lev- 
el are also shown ip *^able 1 The proper* 
uons of low birth weight children for 
whom gcsttiional periods were under 37 
weeks were similar in the swale area and 
the rest of the canal 52 4 and 53 1 per* 
cent, re^ctively The percentages m 
both areas were consistent with that of 
upstate New York (48 9 percent) 
(f > 0 05 for both) 



The sex distributions for all hve births 
an^l low both weight children in the 
twak area and the rest of the canal were 
all wiihm chance variation (z test, two- 
laded, f >0Q3 for each) when com- 
pared to those of upslau New York and 
the urban areas The average length of 
resMkace fbr all women with live births 
wu 10 1 yean for the swale area and 
10 3 years for the rest of the canal For 
woown who had a low weight child the 
averages were 10 9 years for swak area 
residems and 1 1 4 years for residents of 
the rest of the canal For those without a 
low weight child the average residence 
was 10 1 yean for swak residents and 
l0 2yeanfortheresioftheCanal None 
of the dtf'crences between areas, or 
within are* y weight of child, was su* 
ustjcally signdkani (f > OOS for aU) 

The 5*ycar movna average of th^ per- 
ceoiage of low both weights indicar^ 
that in the swak area there wu a marked 
excess of these baths sianuig in 1946 
and ending m I95t (Fig I), peaking m 
1950 (I of II infants. 44 4 percent) The 
rest of the canal area also showed a peak 
in 1930. but the magnitude wu not as 
Urge (4 of 21 mfaats. 19 0 percent) and 
the time span. 1947 to 1953. was shoner 
For the period of active dumping (that is. 
pnor to 1954). the swale area's percent- 
ate of low weight births was higher than 
mupsuuNew York (x test, f < 00001) 
and the rest of the canal (i test. 
^ < 0 012) Low birth weights in the rest 
of the canal were not significantly higher 
than in upstate New York (f > 0 05) 

It IS tmpMiam to emphasize that the 
low buth wci^t data used tot all analy> 
scs were obtained from birth records and 
not through mterview There are several 
tn^ ddficulties in study d^ ign that 
limit the interpreution of results It is 
not certain that kll infants bom in the 
a'ca during ihe study period were incli . 
cd in this investigation Although it is 
ckar that human exposure to a specific 
toxic agent can result m an adverse re- 
p, iductive outcome (9, 10). it is exceed- 
ingly dtflkuU to define exposure in multi- 
chemica) settings such as the Love Ca- 
nal In addition, the evidence associating 
low birth weight with toxic chemical 
exposure is limited (//) Other variables, 
for which there are no objective data, 
can inRuence the frequency of the end 
point Although we found no convincing 
evidence that educational level, smok- 
ing, occupation, past medical or thera 



peuuc histones inftuenctd the results, 
most of these data were obtained from 
interviews and are. therefore, subiect to 
recall bus In addition, it was impossible 
to examine other imporunt vanaMes 
such as alcohol ingestion before and dur* 
mg the pregnancies wchided m this 
study. 

Despite these knutations. our findings 
suggest that a real excess of low birth 
weights occurred m the swale area dur- 
ing a time period when there was active 
dumping at the Love Canal Whether 
other ofanectivc health end points, such 
as coogcmtal defects, will show similar 
resuhs is not yet known In any event, 
our study also suggests that infants bom 
alive in the Love Canal study area be- 
tween I960 and 1978 were al no greater 
nsk of low binh weight than were those 
bom in upsuie New York 

Nicholas J Vianna 

ADELE K Pol AN 

DivuiOH of Htahh Kiik Control, 
Nfw York Stoit Depanmtnt ofHfolth. 
Albany I22S7 
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TettlBony of Piul H. Vise, M.D. . H.P.H. 



Before The 



SubcooBlttee oo lotergovernaeot^l Rel«tloQ« 



Uolted States Senate 



October 31, 1985 



I «■ Paul Wise, a pediatrician on the staffs of The ChlldrenV Hospital 
sad the Brlghaa and Woaen's Hospital in Boston, Masaachub s. I an the 
Director of Perinatal Epldealology of the Joint Prograa In Neonatology. 
Harvard Medical School, and s Fellow In the Division of Health Policy Research 
and Education. Harvard University. My work Is centered on the social 
determinant s of Infant health, some aspects of which were recently published 
In an article on thla topic In the New England Journal of Medicine entitled 
"Racial and Soclceconoalc Dlsparltlea in Childhood Mortality In the City of 
Boaton.* I an grateful to the coonlttee for the Invitation :o testify on this 
laportaat topic. 

Infant nortallty in the United States has been reduced dramatically over 
the past two decades. Rarely has the mortality rate of any age group shown 
such significant laproveaent over such a relatively short period of time. 
Thla experience haa been viewed widely aa a major success; s testament to 
Aaerlcs»s technlcsl capacity and medical Innovation. T too believe this 
record deserves attention and Is worthy of considerable pride. 
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Tha queitlon then !■ why, In the fice of thli recent experience, le a 
Netlonal Couieelon on the Reduction of Infant Mortality of great national 
laportance. The anawer, i suggeat. Ilea In two areaa: flrat, the eaerglng 
potential for aerloua deterioration In the Infant oiortallty rate of the 
general population In thla country; and second, the tragic peralatence of 
■ajor racial and aoclal dlsparltfea In Infant survival In the United Statea. 

It Is ay view thst the period 'if continuing progress In Infant survival 
Is entering s new phase of Incresslng vulnersblllty. Our work and the work of 
others has shown that the driving force behind the recent reductions In Infsnt 
aortallty has been the laproved survival of low birth weight babies, due 
prliaarlly to the developnent and clinical Inplenentatlon of intensive 
technologies. However, it a*ems dear that thla dependency will aoon run it a 
courae. For aa we improved dramatically our capacity to asve smaller and 
smaller newborns, we have done little to reduce the rste at which these high 
risk babies were being bom. In addition, the mortality rate of all Infants 
during the postneonatsl period also remains high. We are fast reaching the 
limits of our technology to ssve extremely premature infants. It is therefore 
quite likely that the infant mortality rate will become increasingly dependent 
upon this postneonstal mortality rate and the birth rate of low weight 
babiea. Because these two persistent problems are closely related to 
alterations in aoclal conditions, theae two components will convey to the 
infant mortality rate a heightened Bensitivlty to economic trends and levels 
of social funding. It is not the failure of medical technology that brings us 
to this period of increased vulnerability. It is its success, in that it has 
left more glaring the yet unattended isaues of low blr^h weight and 
poatneooatal mortality; issues upon which a national commisaion could help 
focus considerable attention. 

2 
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It It laportaot to reaenber that our relatively poor Intenutlonal 
•tandliis In Infant ■ortallty la due to our relatively poor low birth weight 
rata and poatnaonatal mortality rate. Thla poor atandlng H not the product 
of geography. It la not the product of being a heterogeneoua population. Nor 
la It an laaue of genetlca. It la ay view that It la a product of the life 
condltlona ire tolerate and public polldea we laplenent which affect the 
health of woaen and young children In our aoclety. 

It la ay contention that the galna of the paat now force ua to confront 
the underlying probleaa that reaaln. However, even the galna of the paat are 
preaently threatened. An approaching period of enhanced vulnerability la alao 
due to reatructurlng of the financial baae ot health care In thla country. 
The aedlcal Innovation of the paat decade ^ juld have had little lapact were It 
not for public pollclea which determined It a functional availability to thoae 
In need. Of particular Importance haa been Medicaid and funda for 
reglooallsatlon. Without special protection, a realignment In access baaed on 
an ability to pay could signal the "dereglonallzatlon" of perinatal care baaed 
on aoclal claaa, and reault In major detrimental effects on the Infant 
mortality ratea of all but the wealthleat of our clwlzena. I aa convinced 
that In the aldst of finding lower coat aethods of financing htalth care - « 
proceaa alaoat entirely concerned with parameters of adult care - the 
effective and hugely succesaful systea of c&rlng for high risk Infanta could 
quickly begin to unravel. Direct attention aust be paid to the special health 
care needa of the newborn, and a national coaalaalon would no doubt asalat 1p 
generating auch attention. 
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The ptriliteocc of tocltl end racial dliparltr la the ftc« of •Igaif leant 
reductlona In Infant aortallty deserves apedel et tent Ion. National data 
Indicate that while Infant aortallty ratea for all newboma have fallen, 
aoclal and racial dlaparltlea peralat, and In aose areaa have actually 
woraanad. Our recent atudy In Boaton found that high acceaa to tertiary 
Mdlcal aervlcea greatly reduced racial and aoclal dlaparltlea In Infant and 
other childhood aortalltlea. Thla underacored the laportance of equitable 
acceaa to tertiary level aedlcal care for all children In need, and the 
potentially dlaaateroua conaequencea c' allovlns theae critical aervlcea to be 
provided OQ the baala of aoclal claaa. Hovever, ea laportant aa thla 
technical capacity waa. It waa not auffldent to ellalnato fully racial or 
aoclal dlaparltlea In Infant aortallty. The technologic capacity of aodem 
■edlclne could not eraae the legacy of larger aoclal Inequltlea which contlaue 
to ahape the living aoclal envlronaent of children and pregnant woaen. 

Thla ralaea a central laaue In confronting disparate Infant aortallty 
ratea In this country. Continued laedlcsl advances In no way guarantee reduced 
aoclal or raclsl disparities. Policies which foster genersl lapruveaents In 
the aurvlval of our nations *s Infants nay not affect, or could even worsen 
preaent soclsl snd rsdsl disparities. 

Equity In Infant outcoae can only be achieved when Inequity la 
addressed. Much has been stated regarding rhe detrloental Impact of 4 nuaber 
of aatemal behaviors. Including saokl^ig, alcohol and drug abuse. It aeeos 
clesr that reducing the prevalence of these behsvlors could help reduce 
ov^rsll levels of poor birth outcoae. However, there Is no reason to believe 
that such an approach will reduce racial d'';'>rltles In birth outcoae. White 
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woaen ■■oke aora than blick; they alao drink aore than black. There la little 
evidence to auggeat that the reaaona for racial dlfferencea In the health of 
newboma lie In the harmful behavior a of their aothera. There la alao little 
evidence to auggeat that genetic dlfferencea are reaponalble for dlfferencea 
In aortallty. It haa been noted that even with ainalar Incoaea blacka are 
■ore likely to auffer neonatal death than are their white counterparta, Thla 
haa been taken by aoae to Indicate differential genetic predlapoaltlona. 
However, Incooe doea not explain fully what It la to be black In our aoclety. 
Rather the aource of dlaparate nwrtallty ratea Ilea In the aocletal Inequltiea 
that continue to be aaaoclated with race In our aoclety, and that heighten 
prenatal and poatnatal rlak of lllneaa, aa well aa reduce acceas to 
appropriate nedlcal care. It la In thla aenae that the reduction of black 
Infant nortallty aeana aore than the aere reduction of a certain number of 
exceaa deatha; It relatea directly to our aore fundamental conaltaent to a 
more reaponalble and Juat aoclety. 

I apeak In atrong aupport of a national commlsalon, for we desperately 
need a coherent national policy on Infant mortality. At preaent we have 
none. It la Important to recognize that our preaent pollclea ao crucial to 
Improved Infant well-beln« are Inherently vulnerable to revision. A pu*^ Ic 
commitment to Improved Infant survival will have to first deliberately protect 
the progress of the past two decade a. More far-reaching, however, will be 
thoae health and social pollclea which Integrate the growing power of medical 
unde rat ending with our social goala of equity and maximal opportunity! a 
challenge that has yet to be addreaaed in a national forum. 



Senator Durenberger. I appreciate everyone being here today, 
and the hearing is adjourned. 

[Whereupon, at 12:30 the subcommittee was recessed to recon- 
vene subject to the call of the Chair.] 
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II 



99th C()NGRP]SS 
1st Session 



S. 1209 

To pstablish the National f'nmmi'i'iion to I'rp\pnt Infant M()rtalit\ 



IN THE SENATE OF THE UNITED STATES 

Ma\ 23 (le^is!ati\p day, April l.*?), 1985 
Mr Chiles (for himself and Mr BenTsen) introduced the following bill, which 
was read twice and referred to the Tommittee on Oo\ernmental Affairs 



A BILL 

To establish the National Commission to Prevent Infant 
Mortality. 

1 Be it enacted by the Senate and House of Representa- 

2 tives of the United States of America in Congress assembled, 

3 That this Act may be cited as the ''National Commission to 

4 Prevent Infant Mortality". 

5 FINDINGS AND PURPOSE 

6 Sec. 2. The Con;^ress finds and declares that: 

7 (1) The United States ranked seventeenth in the 

8 world in 1982 with an infant mortality rate of eleven 

9 and tv^r-tenths deaths per thousand live births, a 
10 higher rate than many developed nations of the world. 

(295) 
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(2) The infant mortality rate in some areas of the 
United States is twice the national rate. 

(3) The main cause of a high infant mortality rate 
is low birthweight. Some 6.7 per centum of all infants 
born in the United States are of low birthweight. 

(4) Inadequate prenatal care is associated with an 
increased risk of low birthweight. Some twenty-five 
percent of all pregnant women in the United States do 
not begin prenatal care until after the first three 
months of pregnancy, if at all. 

(5) In certain areas throughout the United States, 
there exist barriers to medical services, nutritional sup- 
port, educational opportunities, and financial support 
for adequate health care for pregnant mothers and in- 
fants. The "bsence of needed support services during 
prenatal care, labor and delivery, and post-partum care 
through the age of one year contributes substantially to 
a high national infant mortality rate. 

(6) Our Nation, which benefits from many diverse 
governmental and private resources, has a patchwork, 
uncoordinated, and little understood approach to the 
delivery of services associated with preventing infant 
mortality. 

(7) The Congress and the President can act to 
prevent infant mortality and the incidence of low birth- 
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1 weight infants by establishing a commission by law, 

2 whose purpose shall be to address respective govern- 

3 mental and private roles in the delivery of services as- 

4 sociated with preventing infant mortality, and to rec- 

5 ommend actions designed to change and improve the 

6 Nation's comprehensive approach to this national 

7 problem. 

8 DEFINITION 

9 Sec. 3. For the purposes of this Act, the term "infant 

10 mortality" refers to the number of infants born alive but who 

1 1 die before their first birthJay. 

12 ESTABLISHMENT CF A NATIONAL COMMISSION 

13 Sec. 4. (a) To accomplish the purpose set forth in sec- 

14 tion 2 of this Act there is established the National Commis- 

15 sion to Prevent Infant Mortality (hereinafter referred to as 

16 the "Commission";. 

17 (b) The Commission shall be composed of fifteen mem- 

18 bers, as follows: 

19 (1) Two members of the Senate, one to be select- 

20 ed by the majority leader of the Senate, the other to be 

21 selected by the minority leader of the Senate. 

22 (2) Two members of the House, one to be selected 

23 by the Speaker of the House, the other to be selected 

24 by the minority leader of the House. 

25 (3) Three members from represpntatives of State 

26 and local government; to be selected by the President 
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1 and no more than two of whom shall be members of 

2 the same political party. One shall be a Governor; one 

3 shall be a State legislator; and one shall be a repre- 

4 sentative of local government. 

5 (4) The Secretary of Health and Human Services 

6 shall be a member. 

7 (5) The Comptroller General of the United States 

8 shall be a member. 

9 (6) Six at large members, with demonstrated ex- 
10 pertise in maternal and child health, shall be jointly se- 
ll lected by the majority leader of the Senate and the 

12 Speaker of the House. 

13 (c) The Commission shall select a Chairperson and Vice 

14 Chairperson from among its members. 

15 (d) Eight members of the Commission shall constitute a 

16 quorum, but a lesser number may hold hearings. 

17 (e) The Commission shall meet at the call of the Chair- 

18 person. 

19 (0 Members shall be appointed for the life of the Com- 

20 mission. Any vacancy in the Commission shall not affect its 

21 powers, but shall be filled in the same manner as the original 

22 appointment. 

23 DITTIES OF THh COMMISSION 

24 Sec. 5. (a) The Commission shall: 
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(1) Identify and examine comprehensively Feder- 
al, State, local, and private resources which impact 
infant mortality, including but not limited to — 

(A) the effectiveness and adequacy of pro- 
grams such as the Supplemental Feeding Program 
for Women, Infants, and Children; the Maternity 
and Infant Care Program; the Improved Pregnan- 
cy Outcome Program; the Maternal and Child 
Health Block Grant; Community Health Centers; 
prepregnarjy services and other programs that in- 
crease access to prenatal and postnatal education, 
care, and nutrition; 

(B) ^,he effectiveness of current Federal and 
State policies under the Medicaid Program to 
ensure adequate access to prenatal and post- 
natal care for low-income pre^^nant women and 
mothers; 

(C) the role of income maintenance and other 
programs that impact infant mortality such as Aid 
to Families with Dependent Children and Federal 
housing subsidies; and 

(D) the adequacy of current Federal and 
State efforts to erable an appropriate distribution 
of properly trainee^ health care professionals to 
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1 provide comprehensive maternal and child health 

2 services. 

3 (2) Identify current financial, intergovernmental, 

4 and within the Federal Government, interagency bar- 

5 riers to the health care needed to prevent high infant 

6 mortality. 

7 (3; Review recommendations made in recent re- 

8 gional and national reports that promote the health 

9 status of childbearing women and their infants and 

10 carry forward such recommendations as deemed appro- 

1 1 priate. 

12 (b) The Commission shall — 

13 (1) recommend a national policy designed to 

14 change and improve the current approach to prevent- 

15 ing infant mortality. Such recommendations shall in- 

16 elude appropriate roles for the Federal Government, 

17 States, local governments, and private institutions; 

18 (2) recommend to the Congress and the President 

19 what specific changes are needed within Federal laws 

20 and Federal programs to achieve an effective Federal 

21 role in preventing infant mortality; and 

22 (3) present such recommendations to the Presi- 

23 dent, the Speaker of the House, and the majority 

24 leader of the Senate no later than one year after enact- 

25 ment of this Act. 
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POWERS OF THE COMMISSION 



2 



Sec. 7. (a) The Commission, or at its direction, any 



3 subcommittee or member thereof, may for the purpose of car- 

4 r3nng out the provisions of this Act, hold such hearings, sit 

5 and act at such times and places, take such testimony, re- 

6 ceive such evidence and administer such oaths, as the Com- 

7 mission or such subcommittee or member may deem advisa- 

8 ble. Such attendance of witnesses and the production of such 

9 evidence may be required from any place within the United 

10 States at any designated place of hearing within the United 

11 States. Any member of the Commission may administer oaths 

12 or affirmations to witnesses appearing before the Commis- 

13 sion, subcommittee, or member thereof. 

14 (b) The Commission may require by subpoenas the at- 

15 tendance and testimony of such witnesses and production of 

16 such materials as the Commission may deem advisable. 

17 (c) To carry out this Act, the Commission may enter 

18 into such contracts and other arrangements to such extent or 

19 in such amounts as are provided in appropriation Acts, and 

20 without regard to the provisions of section 3709 of the Re- 

21 vised Statutes (41 U.S.C. 5). Contracts and other arrange- 

22 ments may be entered into under this subsection with or 

23 without consideration or bond. 

24 (d) The provisions of the Federal Advisory Committee 

25 Act shall not apply to the Commission. 
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1 COMMISSION STAFF 

2 Sec. 8. (a) The Chairperson and Vice Chairperson of 

3 the Commission shall appoint an executive director. The em- 

4 ployment of such executive director shall be subject to confir- 

5 mation by the Commission. 

6 (b) The Commission may appoint and terminate the ex- 

7 ecutive director selected under subsection (a) and such other 

8 personnel as it consider: appropriate to assist in the perform- 

9 ance of its duties under this Act, without regard to the provi- 

10 sions 0^ title 5, United States Code, governing appointments 

11 in the competitive service, and may pay such executive direc- 

12 tor and o .ip" personnel vrithout regard to the pr visions of 

13 chapter 51 and subchapter Hi of chapter 53 of such title 

14 relating to classification and General Schedule pay rates. 

15 (c) Service of an individual as a member of the Commis- 

16 sion or emplojment of an individual by the Commission on a 

17 part-time or full-time baf s and with or without compensation 

18 shall not be considered as service or employment bringing 

19 such individual within the pro '"ions J any Federal law re- 

20 lating to conflicts of interest or otherwise imposing restric- 

21 tions, requirements, or penalties in relation to the employ- 

22 ment of persons, the performance of services, or the payment 

23 or receipt of compei.sation in connection with claims, pro- 

24 ceedings, or matters involving the United States. Service as 

25 a member of the Commission or as an employee of the Com- 
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1 mission, shall not be considered service in an appointive or 

2 elective position in the Government for purposes of section 

3 8344 of title 5, United States Code, or comparable provisions 

4 of Federal law. 

5 (d) Subject to such rules as may be prescribed by the 

6 Commission, the Chairman of the Commission may procure 

7 temporary and intermittent services under section 3109 of 

8 title 5, United States Code, at rates for individuals not to 

9 exceed the daily rate payable for GS-18 of the General 

10 Schedule under section 5332 of such title. 

11 SUNSHINE PROVISION 

12 Sec. 9. The Commission shall establish procedures to 

13 ensure its proceedings are open to the public to the maximum 

14 extent practicable. 

15 TteRMINATlON OF THE COMMISSION 

16 Sec. 9. Ninety days after the Commission submits its 

17 recommendations as required by section 5(b)(3) the Commis- 

18 sion shall terminate. 

19 AUTHORIZATION OF APPROPRIATIONS 

20 Sec. 10. There are authorized to be appropriated to the 

21 Commission such sums as may be necessary to carry out this 

22 Act. 
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5TATEMFNT OF MElBA DARDIN, R.D. 



Over the past 12 years neonatal and obstetrical care have 
advanced technologically to significantly impact the survival of 
the ill and premature newborn, indepth analysis show variance 
in conditions which impact final outcomes, more progress has 
bzeh made in areas such as respiratory distress syndrome. 
However^ across the board the significance of birthweight on 
survival is outstanding. both inborn and outborn infants have a 
greater than 10% better survival rate if their birthweight is 
greater than 150u gms or 5^ lbs. low birthweight infants account 
for greater than 60z of the total neonatal days and resources. 
Impacting the weight at which infants are born will increase the 
chance of survival. 

Overall state statistics project ^Z of all births will ^^quire 

NEONATAL INTENSIVE CARE, In OUR HOSPITAL OVER THE PAST 9 r.JNTHS 

221 of infants whose mothers had no prenatal care required 
hospitalization for an average of 18 days each. 

The impact of low birthweight does not stop in the neonatal 
NURSEBG. Follow up develc iental evaluations indicate it is one 

OF THE TWO most SIGNIFICANT FACTORS IN DEVELOPMENTAL DELAY. 

Socio Economic factors are also significant. 
Before 1980 in test of 232 children: 

8.7 X WERE DELAYED S (i, <^ b1 

12.9 z AT RISK r : - ^ V- • - 
1981 TO 1984 IN TEST OF ^00 children: ' ^ 

IJ % WERE DELAYED 
6,7 To AT RISK 
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Again the data shows correlation with delays tied to low birthweight. 
National data before 1974 shows a 50Z rate of developmental delay in 

INFANTS 1500 GM^ (3>5 LBS J . SiNCE THE INCREASE IN NEONATAL INTENSIVE 
CARE IT HAS DECLINED TOi^BZ. MeDICAL AND DEVELOPMENTAL FOLLOW UP . 
COST IS ESTIMATED AT: $350/YR FOR NORMAL CHILD 

$800/yR for mild TO MODERATE DELAYED CHILD 

Cost woidance from the improved developmental deuy rate has been 

CALCULATED AS 250.000 PER CHILD OR 93.5 MILLION FOR THE StATE OF 
Fl0RIDA.|j9# xv^>-^ ^Otfi" 

Decreasing morbidity is saving dollars and resources now and 

THE FUTURE. AlL NEONATAL PROBLEMS CANNOT BE ELIMINATED BY IMPROVZD 
PRENATAL CA. AND SUFFICIENT SUPPORT FOR THIS MUST CONTINUE. 

However, decreasing the low birthweight infants can help preserve 

RESOURCES 10 ACCOMPLISH THE TOTAL GOAL OF HEALTHY MOTHER AND 
healthy CHILL, 
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0 Planned Parenthood 
Florida Association of Planned Parenthood Affiliates. Inc. 



PUBLIC HEARING ON INFANT MORTALITY 
November, 1985 
Testimony by 

Florida Association of planned Parenthood Affiliates, Inc. 

On behalf of Florida Planned Parenthood's, we are pleased to be able to par- 
ticipate in this public forum on infant mortality. We commend you. Senator 
Chil'iS, for issuing a national call for solutions to this perplexing problem. 
Preventing infant deaths by ensuring better birth outcomes has far-reaching 
implications for improving the health status of the general population and 
preventing disabilities in children. 

Planned Parenthood is the largest and oldesf private provider of voluntary 
family planning services in the United States. In Florida the eight planned 
Parenthood affiliates provide family planning services to more than 20,000 
women, Approxiiiately 50 1 of these women have incomes «c or below 150Z of 
poverty guidelines. We are strong advocates for maternal and child health 
fervices, particularly for low income and adolescent women who are ones most 
likely to have difficult birth situations. 

For several years Planned Parenthood advocates have promoted improved funding 
for prenatal care in Florida, i. iy and adequate prenatal care is key to 
Improving birth outcomes. We believe it should be available to all women. 

Florida is very fortunate to h«ve the support of many policymakers vho under- 
stand the significance and potential impact of reducing low weight births 
through Improved maternal and child health programs. Approximately 70% of 
those who need publicly subsidized prenatal care can now receive it through 
firti^^^ ! prenatal care program. We hope that percentage wil increase to 
100* during the next couple of years. 

Family planning .-jgrams, however, do not enjoy the widespread support that 
is received by pienatal care. Yet, the spacing of pregnancies is an essential 
part of improving birth outcomes by enabling women to prevent pregnancies that 
are too close or too soon in their lives. 

Florida family planning services are reaching less than 50% of the estimated 
need for services. More than 400,000 poor Florida women are at risk of 
unintentional or unwanted pregnancy and want family planning services. Only 
abcut 170,000 of these women are receiving services. There are waiting lists 
in nany programs, and very limited clinic hours in others, making it difficult 
for women to receive services. 

In addition, there is a group of people with incoir-s just above 150% of poverty 
guidelines who cannot afford services from the private sector. Some of these 
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IndividuaU are ab'.e to receive services at Planned Parenthoods which are 
funded alaoat exclusively by private sources and fees. However, many oore 
program are needed. For thia group, a poor birth outcome will quickly aove 
them into poverty atatua. 

Of apecial concern to Planned Parenthood is the pregnant adolescent. More 
thin 15,000 babies are bom each year in Florida to mothers age 18 and under. 
The United States has the highest rate of adolescent pregnancy among the 
developed countries. 

Babies of theae young women account for a disproportionately high share of 
neonatal mortality. They often require intensive (and expensive) hospital 
care and are at increased risk for a range of infant and child health 
pioblems that may later require even more extensive medicsl and educational 
intervention. 

Prevention of pregnancy for this group of young people through educati^.. and 
family planning services when needed, should be a primary goal- For those 
are pregnant, early prenatal care is essential. Following up after pregnancy 
has been shown to be Important to keeping the adolescent parent in family plan- 
ning or other maternal and child health programs. About 25-35X of adolescent 
mothers have a aecond child within 18 months unless intensive follow-up is 
provided. This second pregnancy is an even higher risk for a poor birth out- 
come and is a significant barrier to achieving economic independence. 

Programs to provide the special services needeo by pregnant adolescents are 
seriously limited. Pregnant sdolescents are dropping out of school programs, 
obtaining late or no prenatal care and have little follow-up. Their needs are 
great and urgent! 

The desire to prevent human tragedies so often associated with difficult birth 
outcomes is sufficient motivation for many people to strongly support maternal 
and child health programs. For the most hesitant, however, the cost effective- 
ness of these programs cannot be denied. For mere $85, a woman can receive 
a full year of family planning services to enable her to plan and space preg- 
nancies. For ahout $J00 (in Florida) prenatal care can be provided through 
county health unit programs. Florida studies of the cost-ef fpctiveness of 
these programs irdicate a return in the next fiscal year of $3.00 to $A.C. for 
each $1.00 invested in services. This does not include the saving made by 
preventing the need for neonatal intensive care services which cost from $15,000 
upwards. The dollars and cents of these programs make sense! 

We appreciate the opportunity to share some oi our concerns with you through this 
forum. 



Amanda St^ John 
Executive Director 



3:^4 



STATEMENT OF BARBARA HOLLAND, R.D. 



October 3, 1985 

I believe it is critical to pass S.B. 1209 to establish a 
Camassion to prevent infant mortal,, ty. 

As a Public Health Nutritionist, Registered Dietitian, and 
Nutrition Chairman of South County Political Cooperative Camattee 
on Education, my professional oonoems are to educate the public 
and piivate sector of the coimunity on the ai^portance of proper 
nutrition during all stages of the life cycle. My priorities art_ 
to those populations targeted at greatest nutritional risk — infancy, 
childhood, adolescense and the elderly populations; specifically 
those groups of people with chronic diseuscs or multiple chronic disease 

Good nutrition is what provides growth and development throughout 
the life cycle from conception until death. We need nutrients in 
different quantities depending on our age, growth periods and activities. 
Nutrition education n. the schools is anfXDrtant fran grades Kindergarten 
to 12. It IS essential to understand the body as it develops and to 
reccgnize the physiological changes it needs during life. Malnutrition 
exiits in the United States as well as in Ethiopia! 

Wdnen who are pregnant need to receive prenatal care and nutrition 
intervention to understand the aiT|»rtance of weight gain fron nutrient 
dense calories and its correlation to birth weight outccrc. Programs 
on the federal, state and local level nood to bo available for the 
pregnant wanan from oonoeption through delivery. 

Vfe cannot prevent woren frnn gettinr pregnant but we can reduce 
the infant mortality rates and decrease ncK»utal costs by providing 
adequate prenatal health and nutritiOTi care from conception through 
delivery This is especially UTportant for teenage ejcpoctant mothers 
whose bodies are still growing along with their babies. 

Let us look at the developtent of the embryo. The first trimester 
of pregnancey is critical and iiT|)ortant for babies grcwth. During this 
tune the baby's organs — heart, brain, stonach, arms, legs and fingers 
form. Good nutrition is very iiT|)Ortant. By the end of the first 
trutester the baby will be about 3 inches long and weighs about 1 ounce. 

By the second trixnester all of the baby'e organ? eure forroed. 
The abdoten continues to enlarge and the baby's movement becomes more 
vigorous. The heart beat is now heard with a doctor's stethoscope. 
By the end of the second trinester, the baby is about 14 inches long 
and weighs around IH pounds. 

By the beginning of the third trinester, the baby's eyes may 
occasionally be open for short periods of time, and if bom at this 
time the infant would be considered a preroatr-j bab-y and requires 
special care. VJeight is approximately 2H 'ounds and length is about 
15 inches. At the end of the third trimester the babv has now reached 
a size and maturity that will sustain life outside the mother's body. 
The baby v»ighs around seven pounds and is 20 inches or more in length. 
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The majority of vonen who come for health care in the clinic 
setting usually comss during the last trurester of pregnancy. At 
this poirJt the fetus is well developed. 

If we were to urplenent better education in the school system, 
and provide prenatal care on the basis of a positive pregnancy screening 
test, we vrould be better equipped to handle coivrehcnsivc health vind 
nutrition care to patients and substantially reduce infant mortality 
rates. 

I realize we get confused as to what ccmes first the chicken or 
the egg, but federal progrcins currently provide family planning to 
anyone in any ecaxmic strata. I would make .n educated guess that 
the najority of family planning patients that attend County Health 
Departrant clinics are indigent and a minority are nfflimnt. T .ils», 
believe if we prcviJed prenatal ceurc to anyone, the distribution would 
be the same. A major problem that delays early prenatal care of our 
patients is the txireaucratic red tape that an individual must go thiou;jh 
to prove financial eligibility for services. A good exerple of this is 
the indigent pregnant teenager who is extremely disturbed and frightened 
after facing a parent or guardian. Then the red tape to get clearance 
fron a county himan service agency can be dt"'Vastating. Perhaps Uic 
people who make these po^iciej should spend a few days in one of tlx. so 
agencies. A "lyraid of all receipts and documents are required that many 
don't have. Do you save al" of your household receipts? As a result, 
time IS wasted, f jve that may ultimately cost the life of a newborn .it 
the expense of i taxpayer* 

The WIC program has been very effective for worcn, infants and 
children at nutritional risk. It is cost effective in dollars spent on 
taxes savirq $3.00 - $3.50 in hospital costs. But, it is a limited 
program, providing food and nutrition education to woren vrfx) enter the 
prograro late in their pregnancy. Vte need to reach these woten ideally 
at oo^oeption. 

If we as Nutritionists, Physicians, Bducatiors, Nurses, Midwives and 
other Allied Health Professionals joined toge*-her and increased public 
awareness through the media enough new programs would develop, more 
nutrition education in the schools, more funding would occur and 
eventually more ocrprehensive health and nutrition care by qualified 
professionals would be provided for the pregnant wcman of today — for it 
IS their children that will be the future of tcmorrow. 



Thank you. 




Barbara Holland, r.d. 
Public Health Nutritionist 
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Testimony of Congressman Charlie Rose 
on 

S. 12C9, a bill to establish the Nations! Commission to 
Prevent Infant Mortality 
before the Senate Governmental Affairs' 
Subcommittee on Intergovernmental Relations 
October 31, 1985 

MR. ROSE. I would like to thank the distinquished chairman, 
Senator Dave Durenburger, and Senator Lawton Chiles for inviting me 
to speak today on the issue of infant mortality. 

V/e arc dealing with a very serious problem. In 1983, the 
national infant mortality rate was 11.2 deaths per thousanu live 
births. My home state of North Carolina had a rate of 13.2, making 
North Carolina the 5th highest state in infant deaths. 

This means that out of every 1000 babies bom in my state, 
13.2 did not live to their first birthday - and in 4 states and the 
District of Columbia this death rate is even higher. 

It is inexcusable that we live in onf of the wealthiest and most 
technologically advanced nations in the world, yet continue to have 
more babies die than almost any other developed nation. We are 
ranked behind nine European countries and Japan, Canada, Australia, 
Singapore, and Hong Kong 

There is no question that the main cause of infant mortality is 
low birthweight stemming from a lack of adequate prenatal care and 
teenage pregnancy. If the problem of low birthweight is to be 
addressed, then we must find ways to provide more and more 
women with adequate prenatal care, and reduce teenage pregnacy. 
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In North Carolina, a concerted effort in these twx/ areas has 
recently been initiated on the part of state and local government. In 
its last session, the North Carolina Assembly approved more money 
for health departments to expand prenatal care and other medical 
services. 

The Assembly also set up an Adolescent Pregnancy Advisory 
Board to distribute grant funds for innovative programs to prevent 
teenage pregnancy, and where teenagers do get pregnant, reduce 
their chance of hav'ng a low birthweight baby. 

In fact, a county health department in m> district has already 
applied for one of these gram:. I am pleased by this commitment by 
North Carolina to address the infant mortality problem, but I think 
we need a well-thought out and well-organized national policy such 
as S. 1209, which will establish a National C'^mmission to Prevent 
Infant Mortality. 

I applaud Senator Chiles and Senator Bentsen for introducing 
this bill. Representative Mickey Leland, Representative Bob McEwen, 
and I have sponsored equivalent legislation in the House. 

A national commission will provide a much-needed 
comprehensive plan v/f action *-> fight infant mortality. This 
commission will come up with a national policy that the federal 
government, states, localities, and private groups can adopt to 
prevent infant deaths. 

This national policy would include legislative recommendations 
to Congress as to the most effective ways to fight infant mortality. 

This is important because Congress and the Adminstration 
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must place a greater emphasis on the problem of infant mortality if 
we are to win this fight. Current federal programs such as Medicaid 
and Women, Infants, and Children - the WIC program - that help 
provide prenatal care to mothers have recently been attacked in 
efforts to reduce government spending. This is unfortunate because 
it is much cheaper in the long run to provide adequate prenatal care 
so that American mothers will have tiealthy, normal weight babies. 

Over $1.5 billion is spent every year to keep low birth weight 
babies alive. And if the low birthweight child is permanently 
handicapped, the later costs of addressing that child's needs will be 
even greater. 

This a classi** case where a ounce of preventior. is worth a 
pound of cure - it is much more cost effective to prevent low 
birthweight, than to have to deal with its consequences. 

Mr. Chairman, thank you again for asking me to testify today. I 
appreciate your having hearings on this important matter, and I look 
forward to the establishment of the National Commission to Prevent 
Infant Mortality. 
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Commtttct on flgnntUnre 
OafOMT Idattou, nl Aitrfttni 
■aiflpiiiBtoiu BC 20515 



HEARING OF THE SUBCOMMITTEE ON INTERGOVERNMENTAL RELATIONS 
OF THE SENATE COMMITTEE ON GOVERNMENTAL AFFAIRS ON S. 1209 
STATEMENT BY CONGRESSMAN LEON E. PANETTA 
October 31, 1985 



Recent statistics on nfant mortality and low-birth weight 
rates show some discouraging trends. While l do not pretend to 
be an expert in analyzing this data, l am interested in 
implementing prevention and intervention strategies that will 
keep more infants alive during the first year of life and 
beyond. l applaud the efforts of Senator Chiles to create an 
independent Commission to study and recommend ways for regaining 
progress in reducing Infant mortal ity and low-birth weight for 
every sector of our population. 

Provisional 1984 data released by the National Center for 
Health Statistics a few weeks ago has me a bit troubled. While 
we are continuing to see a drop in the rate of infant mortality 
from 10.9 (deaths per 1,000 live births) in 1983 to 10.6 in 
1984, this decrease is slight compared to previous ^ears. While 
the number of infants surviving m the first 28 days of life is 
better than in prior years, this news is off-set by a decrease in 
life expectancy during the post-neo-natal stage between 28 days 
and a child's first birthday. 

Some experts have suggested that new technology and vastly 
improved neo-'-.atal care have prolonged the 1 ife of frag lie and 
underweight newborns. others, including the Southern Governors 
Task Force on Infant Mortality, suggest that inadequate food or 
sanitation, unsafe housing and lack of infant health services are 
key factors in assuring infant survival beyond the first year. 
But, Identifying the causes of infant mortality independently can 
be a difficult task. 

Information about infant mortal ity and low- birth weight 
rates suggests that their causes are a confounded web of 
inadequate prenatal care , aternal smoking or alcohol 
consumpt ion, poor nutrition , maternal age, insuf f icient we ight 
gain, and — almost universally among the st'Jdies conducted — 
poverty. 
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on September 26, 1985, at a hearing of the hous Select 
Committee on Hunger, Massachusetts state Health Conunmissioner , 
Dr. Bailua Walker, estimated the extent to which poverty affects 
pregnancy outcome. When I asked him how many infant death 
cercificates reflect conditions o£ poverty. Dr. Walker said: "If 
we really examined each nfant death as we examine airplanes when 
there's a crash, if we really tease out the causative factors, 75 
percent of thos«j would be identified as poverty." 

In 1983, black infant mortality was' almost twice as high as 
that for whites — at a rate of 19.2 deaths per thousand canpared 
to 9.7 for whites. Correspondingly perhaps, the poverty ratv, for 
blacks in 1983 was 35.7 percent, as cOTip%red to 12,2 percent for 
whites. More shocking still is the fact that over 50 percent of 
black children under age six live in poverty. 

A preliminary report b^ the Public Voice on Food and Health 
Policy released in September depicted significantly higher trends 
of low birth weight and nfant mortality in our nation' s 85 
poorest rural counties than for the rest of the country. in 
these counties, at least 33 percent of the households subsist at 
below the national poverty level. Yet, somehow, despite our 
national nut r it ion programs , these counties evidence a 
significant lag behind others in obtaining benefits. 

I can ' t help but oel leve there is a very fundamental 
correlation between infant nealth and mortality and the level and 
adequacy of nutritional intake. in my work as Chairman of the 
Subcommittee on Nutrition and on the House Select Committee on 
Hunger, I have received hard, cold evidence of increasing hunger 
and malnutrition among low-income Amei '^ins across the nation. 
So, I am not surprised by the slack in our progress toward lower 
infant mortality and low-birth weight rates. Rather, I am made 
more determined by them. 

Let me share some of the information I have received m 
recent heatings that might establish the link between nutrition 
and child health. While not all o£ this evidence is directly 
related to infant mortality, I believe these examples are 
relevant to further examination of this issue. 

Ir. October , 1983, Dr. Agnes Lattimer , Director of the 
Ambulatory Pediatric Division of Cook County Hospital reported 
high incidence o children at nutritional risk in the Chicago 
area, in a pilot study of 325 children under age two, one-third 
were found to be falling under the loth percentile in growth. in 
about half of these cases, "failure to grow" was attributable to 
nutritional deficiencies. 

In February, 1985, Dr. Deborah Frank, Director of one of 
several Growth and Development Clinics in Massachusetts 
documented a steady increase in the number of children exhibiting 
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physical evidence of growth decline as a result of chronic 
malnutr 1 1 ion « 

In March, 1985, Carlene Jordan, an Oklahoma nutrition 
education specialist serving low- income families told the 
Subcommit'.ee : 

"This year in Muskogee County , we will reach 
approximately 500 families. And we find that malnutrition 
and hunger are very prevalent among those families. We see 
a large number of children and women with anemia. 

I have observed a higher than normal incidence of 
disease and illness and as a result, we have children that 
miss school often, we have wage earners that are absent from 
work more oftan. Some t imes the school lunch is the only 
balanced meal a child will get for the day." 

The July, 1985 Southern Governor's Task Force on Infant 
Mortality unequivocally supports t^^s testimony. The Task Force 
concluded that i 

"The quality and quantity of fooi consumed by the mother 
IS a critical preventive factor. Inadequate nutrition may 
account for as much as 57 to 65 percent of low birth 
weights. Poor nutrition before and during the prenatal 
period and in infancy can also lead to anemia in the mother 
and/or infant, as well as stunted physical and cognitive 
growth in the child." 

Perhaps the most disouragmq aspect of our search for 
caube^ IS th«t we come up with more and more indicators of our 
failures than our successes. Let me explain whdt I mean by 
illustration of the WIC program. 

Studies of the WIC program show that it is cost-effective. 
For every $1 invested in the pre-natai component of WIC, $3 
in short- tern, hospital costs are saved. 

Data coll'jcted for the yet-to-be released National wiC 
Evaluation Survey nay show there is a relationship between 
WIC participation and significantly lower fetal mortal i ty. 

By any measure, WIC se-sms to be providing the necessary 
dietary supplementation to make a difference in the development 
of participating infants and children. So why do I say that 
closer inspection may lead us to recognize our failures if WIC is 
serving over three million pregnant women, infants, and children 
today? Primarily because we need to ask who is getting WIC today 
and who is not. Currently, only one-third of the WIC-eligible 
population IS being served. My suspicions that WIC and other 
nutrition programs mav not be reaching as far and wide as they 
migh*- are reflected in the discouraging statistical trends for 
the g leral population. 
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Thesk. trends suggest a grim picture of an inadequate 
nutritional base for many low-income families. This situation 
has served as the major impetus for our successful efforts in the 
House this year to improve f c stamp program benefit levels so 
that poor families can eat a minimally nutritious diet. I urge 
Committee M«»mbers to acknowledge the relationship between 
n trltlon . health — between an adequate diet and positive 
pregnancy outcome. Dy supporting improvement in the ^ood stamp 
and commodity distribution programs contained H.R. 2"''' , the 
Food Security Act as passed by the House, we can m«i^v ^^ogress »n 
providing a imum, nutritional base for needy Americans. This, 
in turn, all lows supplemental feeding programs like WIC to be all 
that more effective. 

As Chairman of the Nutrition Subcommittee, I have visited 
dozens of soup kitchens and fe«!ding centers in metropol it an ana 
rural locations around the country. in the past two years, the 
documented demand for emergency feeding assistance is up 100-200 
percent in many areas. This year, i h^ve been startled by the 
nun >ers of families — mothers and children — waiting at these 
emergency sites for food. 

rom this perspective, I implore the Committee and sponsors 
of 1209 and H.R. '344 to consider how to bring about a 

positive change in infant . ortality and low-birth weight rates 
over the lonp-term. First, ask that the Commission recognize 
that there Is a serious hunger and malnutrition problem in the 
suited States today. Second, I ask that the Commission include 
nutrition as a key focus of its analysis and recomir.endat ions noc 
only by looking to those who have been served by current 
nutrition programs, but by reaching out to those who have not. 
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THE BETTER BABIES PROJECT, INC. 



1717 Massachusetts A\cnuc, N W • Suite 403 • Washington. D C 20036 • (202) 187-0900 



Tbe Better Babies Project 



The Better Babies Project, Inc. is a nonprofit corporation sponsoring a 
public-private partnership research effort to reduce the incidence of low 
blrthweight (associated with increased infant mortality, serious illness, 
permanent Dental and/or physical har.uicap, and developmental delay) in a high- 
risk geographic area of Northeast Washington, District of Colunbia. 31 »000 
people live in the area; they have aoout 500 babies a year; between 14 and 15 
percent are born weighing under 5.5 p^undi. 

A t^an of 13 persons working out of a service center in the target area is 
attenpling to identify as many pregnant women in the area as early as possible in 
their p egnancies. Women are linked as necessary with existing medical, social, 
and oealLh services. Women are encouraged to begin prenatal 'are early, to 
improve th*. frequency and total number of their prenatal visits, to improve their 
adhe. cpcj to health anj medical advice, and to participate as needed In specific 
interventions desixnad to reduce prematurity, reduce smoking, alcohol use, and 
drug use. and ameliorate social stress. Services are one-to-one and based on 
each participant's Jp-ecific individual needs. 

The National Institute of Child Health annd Human Development (NlwHD), of 
the National Institutes of Health, is gathering extensive data on the effort to 
see whether or not it is effective in reducing the incidence f^** low birthweight. 
The project is a community-based effort, and its effects, if any, will be 
measured on the tc^al population of the community. Definitive drta will not be 
available b' f ore 1990. ImO attempt has significant public poUcy implications 
because low b*rthweight is the major risk factor for the relatively high infant 
mortality rate in this countr* ind because of the high cost of neonatal intensive 
care for low birtliweight infants— roughly $2 billion dollars a year in this 



The collaboration Involves the District of Columbia Government; NICHD; two 
private voluntary agencies who are delivering services under contract to the 
Project (t..e Visiting Nurse Association of Washington and The Fai^^ly Place, 
Inc.); seventeen local and national foundations and corporations vno huvo so far 
contributed over $1.1 million dollars to the effort; numerous private citizens 
and groups, including health care providers and social service agencies; and— 
most important of all — the residents of the target area. 



country. 



Joan Kaxwell, Pr?sident 
October 23, 1985 



Offitcrs jnd DtrccKus 

LiSallcI) Icff.ill Ir Ml) W Jf-w/j • ^nlt^ Mavwtl' v,i/< • Kan n HaMic W inum*. Fsq ^».r»nr\ 
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NATIONAL 
PERINATAL 
ASSOCIATION 



Nttionai Hfidqutntrs SuittSA >70^) ^^e, q??? 

1311A Oodty M«d.$on B»vd 
McLMn Virginia 22t01 



TESTIMONY 
from 

THE NATIONAL PERINATAL ASSOCIATION 
to 

Subconunittee on Intergovernmental Affairs 
October 31, 1985 
Washington, D.C. 



(requested to be subir.itted as written testimony to the 
record) 
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National Htadqutnars buita 3A 



(703) 556 9222 



l3nA OoMty Maditon Bivd 
McLMn. Vtrginia 22101 

The National Perinatal Association is an organization conpfised 
of menbers of existing multidiscipllnary regional or state 
perinatal organizations and an at-large caucus. The National 
Perinatal^ Association and^it^^meinber oxgani2ation8 are^ dedicated 
to promoting perinatal health through fostering delivery of 
optimal care, education, research., and ordering of national 
prio ties. 

because of our multidiscipllnary focus, we look at the broad 
picture of the perinatal client, including the family and the 
society in which that client lives, and not just a medical 
history or a diet. The Commission proposed by Sentor Chiles 
appears to take a similar perspective, looking at the broad 
federal picture without focusing solely on one program or one 
statistic* This is an idea whose time has come, and we 
commend Senato^ Chiles and his co-sponsors for taking the lead 
in this important endeavor. 

Infant mortality is a topic that many peple are very 
uocomfor table ">discussing;. It is not a happy topic j 'It Is a 
topia that causes distress ta parents, to health^ea'xe- • 
profes'-ionals, and to society. It is a drain. on our emotional 
and financial' resources because high risk infants who survive 
ofte'* need a lifetime of support. j ^ 

Yet the topic is a hopeful one. Many federal programs are in 
place that do so much for mothers and infants. But they are 
by-and-large fragmented, poorly integrated, and insufficiently 
implemerted. You, as policy makers, might say to each other, 
"What can I do about this problem? It is something that the 
health care practitioners of our country should handle." To 
the contrary, this is a problem that policy makers could and 
should handle because so many of your decisions have a 
tremendous impact on how the health care practitioners can take 
care of those in need of preventive and comprehensive perinatal 
services . 

Th** eligibility levels for WIC, the restrictions under Title V 
Maternal and Child Hea'^th Block Grants, the crisis in 
malpractice, expanding the benefits under the Medicaid program, 
the creative use of EPSDT, the need for outreach, education, 
coordination of existing services .. .these are all areas upon 
which policy makers have an impact. We need a Commission such 
as the one Senator Chides has proposed to look into ways of 
streamlining and expeditinq the existing maternal and infant 
health services and identify wnere gaps in service or 
eligibility could be closed. 




ERIC 



320 



The National Perinatal Association believes that health is 
influenced by all factors in the human life cycle which affect 
the ¥Mll beiAg.of , the. family. fxonk.pr«iiOr tOr>coaeeptJ.on through 
thernext fKnerAtibn. , Th^e. l«ationaI Per iiutal Assoc iatioru*,. . 
respects the rights, of- each- liidividual- to a^ wbolesome#. full-. 
lif0s:y/aAd believes tbatt all Aewboxns are,entitl«d to^ <r.<, 
appropriate quality care. Accordingly, National ''erinatal 
Association believes that there is a need to ensure and support 
equal access to high quality, cost-effective care for all 
pregnant women and newborns, and that this care nust constitute 
a full an^ appropriate complement of health and social services 
regrrdless f finemcial or other barriers. This care should be 
accessible, icceptable, available, continuous, of high quality, 
and- of'"teasonabl« cost. " National Perinatal Association farther 
believes tnat quality preventive and comprehensive services 
should be a national priority. Not to address it means loss of 
lives and human productivity that are critically important for 
our yntry, not to mention the drain on our country's collars 
to care for those high risk women and infants whose tragic 
outcomes could be prevented. 

The National Perinal Association with its 6,500 members fully 
supports S120V, and urges its speedy passage. The National 
Perinatal Association offers its assistance in any way 
possible to the Commission as it goes forward in carrying our 
xts goals. 
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Executive Residence 

NaS H VI UX , T B FfXEHS B B 



OUobdA n, I9S5 



Tfie Hononablt Vavid S, VuA^nbzJig^A 
UnUzd Statu Sznajtt 
Washington, V.C. 20S10 

Vqjoa SznatoK VvJizwbviQVi: 

?ja^ Gnad vuXh thz Southtnn GoveAnons^ k!>6ociat>Lon fioA 
notiiitd me aboiit tht upcoming htoAingi on -tfie pfiopohzd 
UaXtonaZ Cofnnii66i.on on Infant ^^oKtoLity, Mthough I muJtd 
yjVuj moh tikt to t^stiiy be^o^e thut hza/Ung^i, I am 
unahlt to do 6o because oi pfitviotu cojmiXmtnts . I did 
mnt you to knoijo, homvzA., that 1 am mo6t intvi^sttd in 
youAiMonk and tyutAmoXtj 6uppontivt oi youA pnopo^aJU, 

We have, xonkzd veAy hand in TenneiAee to ioau attention on 
the, pKjoblm oi infant montaJUty, 06 ijodUi a6 on Kziattd 
mtv:mt and ckiZd htatth ^Atiei. We have, Aeen tfie 
po6ijUvz fit6alt6 that can ocam, tufien govQAjmtnt 
n,Q,pKtiitntatX,vtii, intzAesttd c-ctczen^, and pKoies^ionaJU 
fS^m a vofvLoXy oi dJUdjpUjiojb pool tkeJji ido/u and znvigies 
to cuii/ieAA thOit pncblem and 6olutxon6 tj thm, Oua 
GoveAnoK*6 HtaJlXhy ChiZdx^n InitLatxvo,, ltd by ovJi 
GovZAnoKU Ta6k fofict on Hejotthy Child/itn, has been a majofi 
6ucct&6 in TenneAAee both in decAeoA^ng ooa iniart 
monJbxJUity natt to tht toijozst it has tvvi been and in 
building 6uppont iofi chiZd hejoJLth pnognams. A national 
tiiont to address tht infant montxitity is6ue, could 6u*i2JLy 
p/ioduce himHoAJiy otmiicAjol Kesutts. 
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OctohcA 2S, 1985 
Pagt 1 

PtojLSt Itt me fenow ii you vooatd ttfee uvtctten t^tunony ok 
otkvi 6uppont docimtnt& j(/ Tenne^Aee. I cong/iata£aie j/ou 
ioK youJi tiionXM to ioau paottc atttntion on tht impo^nt 
l&6ut oi lo{^)Vi'jfig ouA national infant moKtjsJUXy ^tat>i&tiu. 




CC' StnatoK J>an SoAAeA 
StnatoK kl GoKt 
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^f|% Centerz forz life 




7 W f\ pnovioence hospiui 

^ I B ^ ' Vapnui.i Sipeei, n e • Washinoion. 0 C 2001 7 • (202) 26Q-7439 



Novenber 7, 1983 



Senator Dave Durenberger 

154 RMsiell Senate Office Building 

Waahlngton. F C. 20510 

Dear Senator Durenberger : 

On behalf of Providence Hospital and the Center for i.lfe, thank you 
for ttie honor of hosting the Intergovemnental Relatione dubconmlttee 
neetlng on Infant mortality last week. " have been out of town since the 
hearing day, and today Is the first opportjnlty I have had to write so I 
apologize for the delay In sending to you a formal note of gratitude for 
bringing this very significant meeting to Providence. 

As I listened to the various witnesses and to th' very able coimnentary 
which you and Senator Whiles provided, I was Impressed by the way In which 
the hearing reinforced ..he need to expand the kind of affordable prenatal 
aiid delivery care which the Center for Life provides. As we mentioned In - 
our testimony. CFL gets 2.000'plus Inquiries every year and c^n aubsldlze 
only 300-350 mothers. The demand for our services Is so great that very 
oft*n we must delay the mother's entry Into our program for 6 weeks or 
more lest we overwhelm the medical staff In our OB/GYN Center. This means 
that many women who call us at the end of their 2nd trimester never get 
Into our program because the delay In beginning their prenatal vlsxcS 
w'uld leave too little time for physicians to become familiar with their 
case before the time of delivery, thus creating an unacceptable level of 
medical/legal liability. 

Senator Durenberger. I also want you to know that we are working hard 
at raising financial support from the private rsctor to fund the Center^s 
activities. This year, for example, the Cente. will raise nearly $150,000 
(60Z of operating c a) through a multitude of activities ranging from 
attic sales to opera oeneflts. and next year's goal Is over $250,000. In 
addition, our Board of Trustees has personally funded a $1,000,000 
long'-range endoment program based on a unique life Insurance Instrument. 
Finally, the hospital's 125th anniversary celebration next year will 
highlight our maternal care efforts and a special Adopt-a-Life program 
will be launched which will help underwrite the charity care for the 
Center for Life's reduced-fee maternity program. 

But even with this Intensive effort, the need still far outstrips the 
demand. So. It Is essential that government take a wider role In assisting 
hospitals and Centers like ours to carry the burden of providing essential 
prenatal care for motners and their unborn children, people who are 
certainly among the most vulnerable In our society. There are compelling 
ethical and humanitarian reasons for doing this. And. an several 
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vltneaaea at the hearing pointed out, there are compelling economic and 
practical rtaaona aa well. 

Stnatcr, ve ara deeply grateful to you for honoring ua with your 
preatnca on Octobar 31. Within our reaources, we are cosaltted to 
continue providing adequate prenatal ca'-e for every woman regardless of 
her aoclal or economic atatua. We look with hope to you for your 
continued, dedicated leadership In setting before Congress, the Adminis- 
tration and the country the critical need for the financial support whlrh 
agenclaa like oura muat have to continue and to expand these vital 
aervlcaa. 

I would appreciate having these comments Included In the record of 
the hearing. If that la appropriate and possible. Again, thank you for 
your encouragement, your support; ak.d, most o' all, for your firm 
coMttmcnt to the dignity of human life. 




Robert A. Hutaon 
Executive Director 
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Governor's Task Force On Healthy Children 



DmrtiKanmn. MJ} 
ltaMrtKM.nu> 




$9nmm Curtk Pvnon. Jr 



Mary Aim SiiiNh. FtiX> 



Ttrry A. WaMK* 

R SM Wirey. Jr . MX> 



December 2, 19S 3 



Ms. Mary Peterson, Chief Clerk 
Sobcommittee of Inter:govem'nental Relations 
437 Hart 

United States Senate 
Washington, D.C 20)10 

Dear Ms. Petersont 

This letter is to provide you with a Tennessee perspective regarding S. 1209 
and the need for a national policy to deal with the problem of infant 
morUlity. Although Infant morUlity has declined dramatically over the 
past few decades in Tennessee and in the nation as » whole, the current 
rate of infant deaths, especially in the nonwhite population, is 
unacceptat'**. I am aware of our country's standing among other 
industrialized nations, and I am concemed about the fact that we seen; to 
be losing, rather than gaming, ground, ki i9S2, for insunce, there were 16 
countries with infant mortality statistics that were better than ours} just 
30 years ago, there were only six. 

There are many reasons why infant mortality is an important matter for 
public concern. An examination of infant mortality trends tells us not only 
about the health status of mothers and children, but also about the overall 
quality of life m a society. Infant mortality can be considered a "proxy" 
for measuring a natK>n*$ success in assuring appropriate educational and 
health services for its citizens, as well as addressing the problems 
associated with poverty. It is thus a significant topic for public interest 
and attention, and one which merits national ir -Ivement 

Because our infant mortality rates in Tennessee, like those in other 
Southern states, are higher than the national average, we are especially 
concemed about finding ways to address this problem, h our state we have 
demonstrated that focusing public attention on the problem and 
implementing broad^based solutions can have dramatic results. 

During the past five years my husband, Governor Lamar Alexander, has 
launched two major stttewide initiatives that are already having a 
significant impact on our infant mortality statistics. The Better Schools 
Initiative is aimed at long*range improvements in the quality of public 
education and in the percentages of Tennesseans who graduate from high 
school. The Heaithy Children Initiative is focused on preventing children's 
health problems through an array of prenatal and infant care services, as 
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well as through a concerted effort to -aise public awareness about child 
health issues and to build networks among public and private health 
providers so that child health problems can be addressed more effectively. 

Our Governor's Task Force on Healthy Children, which I chair, has worked 
to establish a statewi<<o $3.6 million Prenatal Program ♦o provide access to 
prenatal care m all 95 counties of our state. We have also built a 
sta.LA-ide $2 million Infant Follow-up Program to assure appropriate care 
for children bom with special risk factors or handicaps. Our Infant Follow- 
up Program includes a special collaborative effort with privete physicians 
across the state to provide "medical homes" for Tennessee children. To 
date, over «»00 private physicians are involved in this effort. Next year we 
will inaugurate a $1.5 million School Health Program to provide health 
services and health education to our school children. 

Other government programs we have launched include special child abuse 
prevention orograms -nd sPectal preschool programs. We have emphasized 
our family planning, perinatal, genetics, immunization, and nutrition 
programs as part of the total effort. 

In addition, we have carried out seven major public awareness campaigns 
focusing on topics such as prenatal care, good nutrition, and teen 
pregnancy. All of these campaigns have involved widespread television and 
radio announcements, brochures, posters, and special events. These 
campaigns have been most successful in communicating important 
messages to broad and varied Tennessee audiences and in building support 
for child health programs. 

All of these efforts illustrate that goverrment can have a powerful effect 
on infant mortality statistics when a concerted attack on the problem is 
made. Our infant mortality rate among Tennessee resK*ents last year 
(1 1.8) was the lowest ever, and provisional data for this year indicate that 
this trend is holding. 

Infant mortality, in summary, in an ir portant public policy issue that is 
responsive to public policy solutions. I believe that a national policy on 
infant mortality, together with state-specific implementation strategies, 
can yield significant benefits for our country and for its youngest, most 
vulnerable, citizens. I congratulate Senator Cniles and the Subcommittee 
on Irtergovemmental Relations for investigating this issue and I offer my 
support and encouragement to those seeking to find new answers to this 
difficult problem. 
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inf uat ymr, 
• vM7frigfat> 
•MdCarouM 
Ntlnn* ««■ 
nahadby «m- 
btilauc* to a 
bomtal DMT 
btr hoiM in otntnl U)idou 

Sh« had flnt bagun to feal 
labor pains that dawn— two 
Bontha bafora aha waa aup- 
paaad to And by tha tima am 
wm whaalad into tha dalivary 
roam, tha contnctioos wara 
coounf too bat for tha womad 
doctora to atop tham In httlo 
laaa than an hour, tha baby iho 
and har huaband, Mark, had 
pi^rad for waa bom— a httle 
firl wai^tnf two pounds s» 
ounoao, whom arma wara Itttio 
bigfor than an aduHh finmr 
aiM whoaa aktn waa ao translu- 
cent that vou could aae her 
blood veaaals through it 
Like many premature m- 

*TAf Nelions namn have ft**n 
changtd to protect their privacy 



fM fluf be ihodtid 
tolMiBthatababr 
tem In SlBgipora hai 

Msg lolls flnt 



Kyaliaa inanibraM 
and wfaila naonatal txparts 
atnic^ad to sava her, the in- 
Ikntiiragile lungaxust couldn't 
sustain hi* for long A mere 
aawenty-two hours after ahe 
waa born, tha tiny ftfure in the 
taof ie of tubaa «id wires died 
6C respiratory fiulure 

Why didn't Carolineli obate- 
tncian detect sipis of trouble 
and poesibly prevent prema- 
ture labor^ Becauae Caroline 
never taw a doctor while ahe 
waa pregnant With Mark sud- 
denly out of work and with no 
health insurance, ahe iimply 
couldn't aiford to do so 

"In the hoepital 1 . ned oon- 
itsntly," says Caroline, finger- 
ing a locket that contains i Pic- 
ture of her premature dau|hter 
"Mark tried to soothe me, but I 
knew that, deep down, he was 
reslly crying to himself 

tbdsy. she and her husband 
bear no. only the sorrow of 
their loss but also a tremen- 
dous burden of guilt and anger 
They reah^v now that with 



bom lo Iho U^. Whf 
MO thooiondi of 
liAMli pcriohlnf 
Intho 

ISOtlOtt? 



obatatncal care, an inTiiCtion 
Carotins developed dunng prag- 
nsncy could have been detected 
and treated with antibiotica. 
and ahe probably would have 
canned her baby to term But 
St the tune, the fair-haired 
twenty-iix-yeafH}U just hadn'* 
understood how important pre- 
nsUl care ii When the coal 
mine m "hich Mark worked 
ihut down, the couple had pui- 
Lcked over the stete of their ft- 
nances aiid decided that s doc- 
tor was s luxury, not s neoes* 
iity "When you have prac- 
tically no income and you don't 
feel sick, the last thing you 
spend money on ii a doctor." 
Csroline sasrs 

Trsgic aa their experience 
waa, Mark and Csroline Nelson 
sre typicsl of thousands of fi- 
nanciallv strapped young cou- 
ples who Ul through the cracks 
of the medical mtem each year 
Because of s lack of information, 
s paucity of low-coat services snd 
a quantity of red tope, too msny 
women in this country simply do 
not get thtf kind of (continued) 
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pnnaUlcwUMjrnMd And with liUk 
or no prtnaul cart for tha moth«r«, 
habiei in throe ttiM» as Ukoly todio 

The ntuh ii that tho UnitMi Sutot. 
one of th« richoat and madically moot 
auphtuicatod oountnM in tha world. 
h«ia • khiffloful raoord for tnftnt mor- 
Ulity Thia la whort othar oeunthw 
attid ihcir aick childron. whora pm- 
tMnU com* for tha Anaat in madtwl 
au« Yet wa rank an Mppulhag asflh> 
laanth m a cmnpanaon of luCuit daath 
raica with o^r induitnaliaod lutioaa. 
Judfing from tha atatiatici on ivStmi 
murtality— which include tha daatk 
raiaa for infanU from hirth to aM 
yearo^babwa h««* a battar rhanea of 
^urvivinK in Sinffapora or Hoof Koof 
than they do hara 

In 1963. wa loat 10 9 in^U par 
1.000 livt btrtha. Ok^parad with ISJ 
m 1978 Thatk a walooma dacluia •*! 
thar* are cittaa m thia country whara 
tha infant nwrUlity rate actually WMC 
up dunnf thoaa yaara— adaoaa Uka 
Milwaukee BirmiRfhajn. Pittatmrgh, 
Rtchmond. Jaraay City. Philadalphu 
and LouisviUa 

What ira wa doin« wront^ Why ara 
wa laaiDf mora than forty thawMid 
bahiai a yaor in a country that haa aM 
of tha nMat advanced haadth-cm ajr^ 
tama in tha worhT "You'ra looking M a 
lot of problama involvinff public haaJth 
cat*, the economy and aocimi a ttitu daa, 
and they all aggratvato one anothar,* 
myt Dr Lualla Klain. praaidant of tha 
Amcncan Collcga of Obatatnciana aad 
Gynccologuta. Sha poinU out that tha 
landing cauaaa of daath for infonta u* 
pramature dalivary and low birth 
weight lunder five and a h«lf pouadaL 
In tet. ofthoaewhodia. nine out aftao 
ara premature or imail for Chatr gaat«- 
tionalage 

That^ not to diminuh tha pi ogiaaa 
the'^ been made in recent year* in a«e> 
inc prefliatura mfonta. Ibday. e«a« 
thoaa below two pounda frequently our 
viva (at a coat of 11.000 a dif in naana 
tal inten8ive<are fanlitieal. But ra- 
aaa r ch haa long ihown that a much 
more efficient method of reducing xfh 
fant mortality would be to raduoa the 
number of premature and low-weight 
birtha In thia area, there haa been Tit> 
tte proffreM Some 240.000 low-b«rth- 
weight babies are bom every yMr. and 
the rote of premature birth* haa nqt 
changed significantly iince the 1950a 

Thi4 IS particularly tragic iince the 
Holutmnk lo the problem are well 
known Thvre •« nothing magical about 
whjl It takes lo reduce infant mor 
talits rates " savt Jeffrey Taylor, chief 
<>r ihr Division of Maternal and Child 
Hrjith at the Michignn Department of 



Public HaaMt mib'va known neat of 
tha aofimi ainea tha 1990a, but wa 
havent had the poUtical and aooal wUl 
la put tha aoiotjoM into eOect' 

Indeed, wa aontlaua ta lean BHra 
each year haw nportant niitntian w to 
a pciinaat wawan and wh/ ihe auat 
iMqr awey ftwB akahol, dgarattaa and 
■any Aup. «b knew that dn«i called 
laaaiytka can be aaad ta flap early la- 
ker if itk dalaclad aaaa aaa^ and we 
kaav UMt a hlfb^ aather can be 
taMhttaiaoaphaataMera y lab 
aa ana can gellial^ WiM a pragraa: 
da thia waa Iwpliaalid at thi Madk 



Canter of tha Uahamly af CaUfonua 
at San nwMtea ba t naa n 1979 mL 
19T9. then u« a 94 paroant radacttan 




after tha bahr% birth. Tha high I 
infcnt ■aitiHtj ia aat a wadi ' 
la« aa Meh a a BMlal and I 
ana ta tUa eanatry; aad ttare an ear- 
Uia grpapa wfaa bear tha Icvnt af it. 

at twwa tha rata af 

t tha proklw rea 



iliaa u artan 
#Mttaaar the rural South. The vktiaM 



■ anhttby anaa- 
piayent T>picaUy. wh e n yen bi o o a ii 
—aaplayad yaw loaayeur health iaaar- 
aMa albr thkty <fa9i. and ya«*i« atill 
net pear enough tamwUiy far Medi- thrai«htha«Mi 
aaid." aagra IhyloR "iWa aia tambla villa, Alabaaa, wl 
pnUaaM in ah<ainlag prenatal car*." 

MiBfhingiy, ■■nirl^aa there u difll- 
calty aa well in gajuag adwiaaioa ta a 



Deliveced preHMtarely at Gulf Coaat 
liaapitaliaBagrtowa.1ta • - 



1 of aaphiatkttad imaaaiva can 
thM tha hiipiral waa uaabla ta give 
Daeton firaatiealty tnad to flad a plaea 
fcr Chritftapfaar Laadey at haapitala in 
■aaiMMBt, Oalvaatan or HoMtea— ' 
hapilali that had tha fbnlitiaa ta atva 
lha bahyh lU^but to oo avail Five 
ndal haun paaaed bafon Janak pedi> 
Mcian final^ fo«iad a piaea for Chna- 
170 aOloa away at Scett and 



iXuto 



_ NiaaCaan daya later the httle 
key died, auocumbiagtoaauueralnike 
Why waa than no room at other hoa- 
pitala on Chnatmaa Day 1962^ Hoapitel 
■dniniatra'on claimed that cve^ 
iBBoe waa flilad, but the Uemleyi think 
the anawer la money Robert Leralty 
had recently kiet hia job at an oil com- 
pMiy and. with it. hia her.lth inaurance 
we could have gotten Chnotopher 



la*" • 

anay. I baUave he would hcwa lived and 
ao doaa my padiatnctaa." aaya Jaaa 
quietly "But one by ena they turned ua 
away "Hmt kaaw wa had ao inaurance. 
aad wa ooulAit guarantee thouaaadaaf 
doUan ia advaaoa They aaid then waa 
no ream. But wa fauad out later that 
oaa hoapital ia HoMtoa had five raapi- 
ndon awiilabla. Tha adnutting aAea 
aaid they wan reaerved for tnpieta aad 
twtaa. but the aMthan hadnt wan gana 
into labor, the raaptratoti aaft then un- 
uaed far won than two daya. Thmf >*2t 
di^t give Chrialopher a chaaoe ' 

Other foBibaa, too, have found that 
they cannot oooat on oompeaawm to 
aan tha*r childnn. The Oflke for Civil 
Righto ef tha U.S Oepartnent ef 
Heahh and Huaua Sorvieaa hm chiU- 
iag evidann of deaperatdy aKk babiea 
aad of nathan ia labor being ahuatad 
ham ana haapital to aaother becanaa 
the haaiiy hbd ao available CMh er ia- 
cndantiala. Conaider 4haee 
tnm the fllw of the Childnak 
a child advocacy g nap^ 
and tha Natioaai Health awPngraia. 

• A wenaa ia labor » toraad aav 
ftem a ■nail Tbnnaaan utaldariag 

ftaaring rainafeom. 1W local obala- 
Mciaai nfoaad to dabvar har becann it 
waa lata at night, the weather waa bad 
aad aha had no taaney. Tha woman and 
harhaabaad,ada3i labanr who earaad 
too ar jh to qualify for public aaia- 
taaea. had to drive thirty>Ave nlaa 
thni«h the Mm ta a haapital ia Kama- 
villa, AlabaM, whan fartuaataly their 
baby waa aably delivered. 

• A aarie u al y ill baby ia Ohio waa n- 
famd ta a eeunty awdical center by a 
lacal pubUe dtaic The panaU wan 
kept waitiagia the emergency raoai far 
fawhoon. The pediatrician on call n- 
ftiaad to adautor tnat the laiant, 1^ 
aaying he ^wa not geing to aerva aa 
bKfcnp ta any free clinic* The uMkat 
waa Baally adaittad by another deetar. 
but died a faw houn later 

^In California, a woman in labor waa 
niahad to the eme rg ency roera of a haa- 
pital, but when a nurae diaoovand tha 
baby waa in breech poaitton. the 
woman waa told that becauae the had 
no way of paying for a compltcatad de> 
livaiy ah» would han to go to a pnbUe 
haapital. about an hourh drive away 
Tha baby waa delivered foot flret la the 
car on the way He waa not breathing, 
aad though aa ambulance waa called. 
reeuacitatMMi effbrta failed 

• A granly nek eleven*month-old waa 
taken to a Ibua hoopital at the advice 
of a local phyaician But the recep- 
tioniat ir.formed the 4>arenU that the 
beby could not be admitted with'' a 
t4A0 depoeit. which they «**n unable 
to pay The hoapitel adminiatrator later 
reduced the requeet to (n'Mintud) 
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Miiiwiit ifdwy mm tiigibility raquirv- 
mttm iM* Aid lb FWmiliM With Oipan- 
4m ChiUrtn. And lU mandrtorr tlwt 
Mm piwidi M»di«id dunnf a flnt 
pniMMMy iv wQiiMn who would qualify 
dlvttechildbbuth 

fladi duuffw will ctrUialy naJw an 
iwyortmt dilbrHiot But if wo art to 
iMMo iafcal moctality, wvoral oUwr 
pti l i u MMitboi i dr iModaawoU 
• UDwUllBf oboiatrkiaiM Evtn whon 
a waaan hm Modicmid. aht ofton Km 
^Uknitf locaUnf a c'octor wtw will rr- 
o^pl It iiaca tho paymanta an m low 
•Mtkapapwworkwmvolvid In Con- 
* itut» tor oiamplo, a 1962 mirvty 
th M 57 paroant of tha rNponding 
■^Mridaaa and cmaooloffuia rafiiaod 
■i l*iiid palaanta. Utarab alio lomc 
«vMMMa th^ Ucauaa of hifti malprac- 
^arpfMBiuaa. otetotnaano and fyna- 
****|utearabacoaiin(iiict«af fly r»- 
h^Mt to taha difflcult ca.«t. and 
poam WQiBcn often pment problcmt 
III fact, a 1983 study found that m Flor 
Mal8 panant of thna ipaciaiiiU had 
•tar^ dalivonng babies nitofether 
boeaiaa of m<slpractic» mturantr rates 
of up to tas.OOO a year In Csl.ronma. 
Oa aaaa study showid that 10 percent 



of ob>fyM plannad to stop. Ttiia, of 
oouna, put! a heavy burden on pvblic 
clifiica and hoapitalt, which are alrvady 
iuALnnj from fiuiding cutbacka 
• Cloaed hoapital doora Althouf.i 
many hoapitalB are required by the 
Moral Hill-Burton Act to admit emer- 
ftncy patianU rofardlaos of their abil- 
ity to pay, a number (ail to do this, soya 
Judith >Wuaiian. managinc attorney 
for the East Coast oflke of the National 
Health Law Profram in WMhington. 
D C Three years ago. the OflWa for 
Cml RifhU eetablishoH a policy that a 
woman must be f erupted aa aoon aa it le 
^>ear that she la in labor "But many 
adminiftratora ignore this unless « pa- 
tient knows the law and insistj on her 
rifhta." Wuunan says 

The reault of these problems is that 
many babtee who could have come into 
the world healthy are bom needing 
highly expensive medical care It^ not 
very unusual for care of a premature 
infant to cost tlOO OOC and even th«; 
average expense is $17 000 to $24 000 
The irony of this is rot lost un child 
care -dvocatw In fact, in j petition 
presented bv Public Advocates Inc to 
the US Department u( HcjUb and 
Human Services earlv this sesr thtr 
teen MtociMions arKuod that $361 mil> 
lion in high tech medicnl care could be 



aavad each year if aimpia ptavanttva 
services were available 

The solution, says JeffVey Ibykeris to 
improve maternal nutrition <tha gov- 
ernment^ nutrition prugrau currently 
serves only about one third of the pa^ 
pie who need and to educate expisct- 
snt mothers about dnnking, snokmg, 
and Uking drugs dunng pregnancy It 
means making sure that woman ^ave 
aeceaa to prenatal cara and underacand 
the importance of getting it And it 
means changing our approadi to tha 
problem of imam mortahty by inmas 
ing spending for prsvantive progrima. 
"1 think in the Jnitad Statsa wa have 
always been impressed with high tech- 
nology And that is the way we rcduead 
infant deaths m the ISTOs," says IbyVor 
'Tbday in newborn intansive-care uaita 
we can treat babiaa below two pounds, 
and still get in many of them > good 
reeult But it^ verv expensive and vary 
difficult for the parents and children 
involved And we do not get a Ant-claas 
result every time** 

Leaning forward intently, he poeefi 
ihe question ihat baa been on bis mind 
since he began studving t^ is issue fif- 
teen vesrk ago "Wautdn t it make more 
sense ' he wonders, "to opt for the sim> 
pie less exoiic ways of Mvmg these 
babies lives''" lad 
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Infant Mortality in the U.S. 

After many years of a steady y^iOp in the infant mortality rate 
in the U.S. the rate of decline has abruptly slowed. The change 
coincides with cutbacks in programs for mothers and children 

by C Arden Miller 



In 1979 UwUS Pubbc Heal(h r 
ice eiubluhed nine m/int deat ^ 
per 1.000 live binhi %s i foti the 
MUon ihould be ibk to iBMt t>y 1990 
Eirly lui year • Gov mwai official 
usttM m Concr «t the |o«J 
couid be met ' jiis fivonblc 
treiMii cofiinutd la -/eoember of that 
year, review jif provmoMl daU for 
1 913 and the Ant nine mooite of 1 9S4. 
the same officiaJ acknowlcdied thai 
the trends wire )cse fivonibk and thai 
iheioal Ud not be reached by 1990 
Tnc uuMi mortality rata hid boen 
dcclmtfit tteadUy for many yean, 
droppmt from 47 m 1940 to |3 1 in 
1979 The decline conunued it an 
ivcnie of 4 6 pcrceat per year until 
1913. reachinf a rate of 109 lafant 
deaths per 1.000 live bviha Then, ac- 
cording to the provwooai data, the 
ipeed of decline dimn ^ ad markedly, 
to 2 7 percent (10 6 deadu: m 1984 
Althouti) the ruMic Health ."srvicc 
luertcd m Miy that the |oal of an in- 
fint mortality rata of nmc wtll itdl be 
reached by |990. the likelihood that it 
will not be II HToni. 

What happened* Ai is uiual in om- 
plex social istuca, i number of poesible 
contnbutiAi ficton can be c ited, and it 
would be difficult to Tovcb 'anyone 
or the m by iiaelf tip ! the sciles Stitl. 
one deflnitc chinie ^t took place not 
long before the rite of decline Rai 
lened out wu the reduction by the 
Rcigin Adm I nutrition in ihe fund 
ing of seseral programi fof childrer 
motheri of young children ii^d y 
nam «omen 1 ind m<in> oihei • 
^rsers think these cutbacks have con 
iributed signilicanily to the chl^|e 
of trend m the infant mori<ilitv rale 



by wcakenuif national policies (whK.i 
had never been more than marginal) 
fu Ihe care and protectwo of prcgnani 
woinea Senior (^tali of theDcpart- 
meai of Health and Human Services 
deny the connection. They pout u- 
siead to lucn faaon as the high rate of 
Bwa-a«e pre^ncy, the uae of tobac- 
ca alcohol and drup by many preg- 
nant wooaen and the complex racial 
mixiuR of the U S pop latwn, they 
also cite the poaaibiliiy that high-tech- 
oolofy medicine is merely postponing 
the dea')* of wme tnlanu who earlier 
would have appeared in the stttMtKs 
i.laiing to naiunlly aborted pregnaa- 
ciea. The Administration has declined 
a profwaal to study the effect of the 
cutbacks. 

The statistic at issue here— the mf am 
mortality rate— is oOcially defined 
u deaths (per 1.000 live blrt^M m the 
first year of i fe (More per n the 
U S die then than m any <h ingle 
ycarofageupto63)Nconai - j, 
involving babies tru than ^ 's 
old. account for 70 percent -* 
death v and two-thu-ds of the i t -^l 
loll IS attributable to tow 'iirth ^. .ght 
The risk of low birth weight is in 
creased both among bl jfX mothen and 
among women who give birth w' 
they are younger 'hsi 16 or older 
than }S it II also higher for women 
who have poor prenatal care or none 
whose diet > adequate and who g2in 
less than 20 pounds during pregnancy 
Smoking, abuse of drugs and excessive 
consumption of akohol are factors \o 
are sireu fr''qucni childbcaring and 
, miKjrriages The relative 

weigx iiai should be given these fac 



ton II not well documented By far the 
moat impreuive correlation ii with 
poverty and minority itatus. Recent 
emphasis has been laid loo on the ad 
verse influence of c:garctie smoking 
oefore and during pregnancy 

The poitneonatal uifani mortality 
rale (deaths from 28 days through 12 
months) IS ksa subanniially correlated 
with low birth w ht but is heavily 
tnflucnccc et. -/onmental circum- 
stance^ th - ontribute to accidents 
and contagious diseases. The poitneo- 
natal rale is high unong populations 
that have low locioeconomK status, 
poor sanitation, unufe housing and 
limited water supply It is also high Ji 
households where the mother has had 
little education. The sudden-inf ant- 
death syndrome (the abrupt death of 
an apparently healthy baby) » the 
largeit single cause of poatneonatal 
infant mortality Recent reports iden* 
tify a particularly high rate of ludden 
infant death in households headed by 
unmarried mothers. 

The connection between infant mor- 
tality and poverty and related social 
facton IS not a new finding The Fed- 
eral Childre"'! Bureau, esublished m 
1912. undertook as its fint inquiry 
the subject of infant mortality The 
findings, based on lurveyi in lO cities 
and a number of rural areai. have a 
familiar ring "The coincidence of a 
high infant mortality rale with low 
earnings, poor housing the employ 
ment of ihe mother outside the home 
and large families was indicated in 
all ihe%e studies They all showed that 
there is great variation in infant mor 
tality rales not only in different parts 
of the United Su 'es bui also m differ 
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ent parts of ihc tunc state ind in the 
same city, town or rural dutrict These 
Jifferences were found to be caused b> 
different population elements, widely 
\tryini social and economic condi 
lioniand differences mapprtci anon of 
(ood prenatal and infant tare ard the 
fttcilitiu available for such c«rc ' 

AnoOte' parallel with 1912 u con- 
cern With the compariaon between the 
U 5 and other countries ui infant mor 
laliiy I3ata from the census of 1910 
indicate that the mfani mortality rate 
in the US was 124 per 1.000 live 
births Many other naticm had better 
records, but il is noteworthy that the 
rate wai excccdinfly high in Kvcral 
countries (includm( Fran* e the Neth 
erlands. Switrerland and the U K ) that 
in later decades came to be amoni the 
world s leaders in infant survival 

Since 1910 Ihc record has improved 
all 1 unequally in every country The 
U S hat tended to slip down in th" 
rankmi of mdustrialized nations that 
have acceptable rcporimi systems and 
I population exceeding t«o million In 
the 19SO-54 period the U S was tn sev 
enth place in 1960-64 Mth n 1970- 
'4. ibih. and in I9S2. 17th Finland 
and Japan with ratek of 6 0 and 6 6 
"evpeclively in 1982. are now the lead- 
ers, having pasted Sweden 

Every nation's social polKies derive 
from lu unique cultural traditions 
siill. the infant mortality ftgures from 
other countries help to define more 
shvoly the influence on U S statistics 
of such variables ai the age of child 
bearing. toctocconoir.K status and par 
ticipation tn health lerv One in 
Auence that is often cited to explain 
the relatively high rate in the U S is 
the racial and cultural diversity of the 
population but other factors are at 
work For example, one can point out 
that the mortality rate for black infanu 
IS twice ai high u the rate for whiles in 
the U S , but one must alto account for 
the fact thai the rate for white infants 
in the U S is higher than (he rate for 
European whites of comparable socio 
economK status and naiiona .igui 

rhe major dilTerence between V S 
babies and their age peers in other 
countries is that U S babies are 'mall 
er If one compares babies of the tan>e 
birth weight (say 2 000 g'am babies in 
the L S with 2 0(K) gram babies in Eu 
rope), the dilTr vs in mortality dis 
appear Indee ch^ncvs for siirviv 
al among babtcs of corrpiiriihk birth 
*eighi irc even better in ihc * S thjn 
thvv arc in ioiintrivs thji huvc b(.i 
tcroxcrjH infjnt morulttv r.ius The 
prohkm is thjt J JisqmcTtnB nikmlH.r 
of ncwbornsm ihv L S ((> H pvrwnt of 
dill bdibivs dind \2 -i pvrwnl of hl.ak 



babies) weigh less than 2 SOO grams 
(5 5 pounds) the off lal measure of 
low birth weight 

The conditions contributing tw low 
birth weight are the subject of tttidy 
One of them is either lack of or pror 
p«rticit>«lK>n in a program of prenatal 
'■areth. Segmtearly m pregnancy ano 
continues throughout It ideally such a 
program t^x>uld do a good deal more 
than monitor the health of the mother 
and felut and provide appropriate 
treatment It should alto include genet 
ic screenmg and counseling risk at- 
aettn ent counseling on the hazardsof 
cigarette tmoking. drug use >nd alco 
h'>l consumpfin education on and 
t. rangementi < delivery advice on 



breut feeding and parenting, enroll 
r.ient in appropriate programs such as 
Medicaid and Aid to Families with 
Dependent v.. " "»seling 
on far ly planning 

In thu context the experience of 
France is noteworthy France hat re 
cently made imprcttive advances in re 
ducing the infant motii'MV rate Part 
of that succcu has been attributed to 
a scheme of cash payments lo preg 
nant women The payments serve as 
an incentive for the women to en> 
gage in prenatal care that ' -itures 
ek. ' identification of risks and pro- 
grams of stress reduction 

Anoiher factor that is occasional- 
ly proposed at a contributor to ui- 
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fMi mortality ii biologKil dilTerencci 
tifnonf racial or ethnic lubfroupi in 
the heterogeMoui U S popuUlion 
One need only look at the example ot 
Sweden to be made ikeptical of ihit 
argument Sweden, which ii conm 
tently among the leading nationi n 
low inf4nl monality ratet. haa recently 
had many immigrants from soulheait 
em Europe where infant mortality 
ratei are relatively ^ifh The p> '■pic 
come for menial service jobs and arc 
lencrally worse olT than other people 
in Sweden in income and living condi> 
tioni Nevertheless, the record of in> 
ftint mortality among the immigrant 
familici II somewhat better than the 
'ord among Swrdei The immigrant 



women appear to 4<^il themselves ful 
l> of th* rxtrnswe Swedish health serv 
ices whKh include prenatal care In 
other natiofli too the descendants of 
im migrants tend to acquire patterni of 
infant mortality more like the imki in 
the country of residence than the onei 
in the country of origin 

A careful analyiii of neonatal mor 
t^liiy among racial group* was done 
in 1979 by Richard L Naeye of the 
Pennsylvania State Univei iity College 
of Meidicine His ftnd'ng on perinatal 
mortality (late deaths-after 20 
or more wvf ki of pregnan4.y— together 
wi'i) deaths in the fuM 2K dayi of life 
per 1,000 births) wai Orientali 23 per 
1,000 pregnancies, whitei 34, Puerto 



Ricans 41 and blacks 5\ When th' 
data were corrected for juch factors 
as pr«.pre|tnancv weight, prenatal care 
weight |ai height, work outiidi. the 
home cigaiette smoking, family m 
come, education >nd marital Matus 
the so called racial difference^ were 
eliminated orgreatlyrediiced a small 
unexplained gap between b'acks and 
othergroupi peritsted associated with 
a ilighily higher infection rate ong 
black 1 opie 

Speculatioiu about racial biological 
differences ai a cau'« ''f increased in 
fant mortalit) houi egardea wtth 
great caution, particularly in siew of 
the fact that the lurvival of black in 
fanti hai been shown to increase as the 
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pirenu improve ihcir (ocioeconom ic 
circunutwicei Important though rt 
ciii differencei m«y be iot people un- 
derukini the ititistical tntJyiis of 
variibles the environmental detc 
minants for the duproportion or ir 
{w\ mortality amoni blick' appev 
to provide an tmpk but tor consider 
Btions o^ social policy 

Alao deiervuig skepticisr^ «re (he 
easy anumptions that vea> "/na- 
tion should havea low t ^ii mortality 
rau and a poor p«t>on a high one 
Among low- income nations in 1981 
the rate ranged from 130 ^Bangladesh) 
to 43 (Sri Lankt) among middle in- 
come . atioos l^e range was from 120 
(Turkey) 26 (Portugal* and among 
high incocnc tiations tt range wu 
from 130 (Oman) to Kven (iapan) 

Sri Unka provides an unpreaaiveex 
ample o' how extreme national pover- 
ty docs iwi necessarily enuil a high 
infant aiC«tality raU The government 
of that nation triel to make sure that 
several basic service*— education, nu- 
tritional supplements, family plannuig 
and prenatal care— are prow'«d to all 
the people who need them The pro- 
grami are oo( oeceaaanly elaborate or 
sophuticaled. but everyone ii aaaurcd 
access to them 

The success of thia approach m Sn 
Lanka and some o^ier parts >l the 
world sugfesu that neglect o( peo- 
ple may have a devastatuig effect on 
their wcll-bemg as measured by the in- 
fant moruhty rate, and that the situa- 
tion can be improved by servicci that 
are modest in content but ambitious 
in outreach and (.uverage The expe- 
rience of a few othe> devclopmg 
countries and of numerous demon- 
stration p'oiet.u in the U S .upporti 
this irterpretation. 

In the I S the period of sharpest de 
cline Ji the infant morality rate 
was the decade of the 1970's Many 
uifluencet weie at work. Conapicuous 
among them was the expansion of 
soctal-suppon pt jgrams such as Aid 
to Families with Dependent Children, 
food stamps and Medicaid and Oie de 
velopment of special programs to tm< 
prove access to maternity related serv- 
ices. Also at work were changes both 
up'fti. and downward mthe pr ..r-* 
inant ages of childbearing. a dec-rt 
in the proportion of unwanted child- 
bearmg through the provision of euier 
acceulo family planning and abortion 
^ Hrvices a general improvemert in the 
eionomy with red*x(ions in the pover 
ty rate the dcvelopr.ieni of nutrition 
al supplements specitxally for preg 
nant women, and dr.imatic advances 
in medical technology for the care and 
improved survival of mf^nls born At 
extremely low weight 
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Aa ont might expect, few of thew 
fictOTj cAMc With buiJt in mechuiafn* 
for aumuK tht» reUuve coniribu- 
"on «) the decline m tfit infam mor- 
'■'ny rtie Thti imd of mronniuon 
wouJd br uwfuJ in the formulaiioa of 
publK pofacm 10 further reduce Um 
rite «ad 10 diminNh the woiaeiuai di>- 
pantm amofii diffcivai Nmemi of 
the popuianon. The inprKnioa of the 
record mtk** a pombk for experts lo 
pui fonnrd (juue diverfeai policies 
In the abeeace of tuitaucd datt on 
f»w different facion independeniry 
jaeci the infant roortaUty rafe ii ii uie- 
fui lo dncutt certain of the -naueaccs 
qualjuuvcly 

DcnofraptaK chaofes comttt ute ooe 
Of the mfluencee. Ctuldbcami by uo- 
>wried women hat ncreaMd dramai. 
•cally (from 2 3 arceni lo 10 per- 
c«ni oftUnewborittamoiif whitei be. 
tween I960 and 1 WO and from 21 6 
P^ceni ,o 41.5 percent amont noo- 
wnitei) Aaooi leca-aten the pres- 
n«ncy rate la far hifher than it u m 
such other nduttnaJued utuntncs as 
Sweden, Canada aod Ea«lanvM96 per 
I.000mtheUS.35«S*r^n.44m 
Canada a.-^ 4S m EagJ^od). 

Uomamed noihertMiod camei a 
high mk aiajnt larvivaJ of the infant. 
ThereaMNuaitootweU docuncnted. 
If unnamed modiartcan be ptvtumed 
' tuffer more than oihcn from nre«, 
•at from «uch facton ai social stig- 
ma and diOcuJt economic circum- 
stances. Otai might be pan of the ex- 
planatran. To the extent that women 
»re without help from social supports 
»uch as a Joymg companies or help- 
ful relatrvet. that too » a known ad- 
'■ene mfluence 

Social poiwy m the U S provides 
few supporu for pregnant women and 
new mothen. Shetli B Kamerman 
of Columbia University and her col- 
katufs studied maternity policiefl for 
*^»u«f women m 75 countries, m- 
cludmt *ll the induttnaloed nations 
«od maoy of the developing ones. The 
11 S was the only one without a law 
cBsurmg for workuit women the ba- 
IK health services and social suppuru 
consonant with ihe unique develop- 
mental aad nurtural requircmcnu of 
pregnancy, childbearwg and ufant 
cere Indeed, the policy in the U S isto 
treat pregnancy and (.htldbearmg as if 
•hey weicdisabilitiei Benefits ire pro- 
videc .o such women in the lame way 
and to the same limited ^xtent as (hey 
arc lor illnesses Even that auurance 
has prevailed only since 19711 when 
Conircu sprlled ,| out in ihe Prei 
nancy DiKriminaiion Act 

It seems Plausible rhai the survival 
of infants born to unmarried mothers 
*ould jncrcastf under certain ttierna 
live poiKies They mtlude berier )ob 
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related matem>iy benefits, more accee- 
sibie perinatal health services, more 
readily available day care end assuted 
•ccess to services aimed at avertuig un- 
wanted child bearing. 



A second influence u provioc:! by 
' *. services dealing with family plan- 
•Portion MKhael Grossman 
of the Nattonal Bureau of Economic 
Research and Steven Jacobowitz of 
Long Island 'Jniversity analyzed a 
iroup of programs initiated between 
1964 and 1977 m order to meastn 
metf rcutive effect m reducini infant 
mortality rates. The p.ograms includ- 
ed Medicaid. Maternal and infant 
Care protects (Federally funded com- 
munity programs, often abbre^ ^^d 
MIC to deliver comprehensive peri- 
MUl servrf:es m undenerved areas). 
Federally subsidized family-planning 
Kfvjces for low-mcome women, ih; 
leializatton of abortion and the wide- 
spread adoption of oral and mtrauter 
me contraceptive techniques 

What Grossman and Jacobowitz 
found was (hat the increase tf> legal 
abori-ns was (he smgle moi. impor 
(ant factor in reducing neonatal mor 
(aliiy Thejecondfaciorimmpa-twas 
Ihe use of organized family planning 
services by low income women 
Since (hen most stales have slopped 



funding abortion Federal funding of 
family planning has not uicreased m 
rwl dollars since 1973 Suppon for 
bot> ograms has been sharplv re 
di*x« since |9ll Indeed, the Reagan 
Admmistraiion pursues a policy that 
Utempu to criminaluc abortion. W|th 
fte prestdeni hunself formally endors- 
u^id pledging "my full support" (o 
wee separate kfuJative initiauves 
that would overturn (he decision by 
the U S Supreme Coun in 1973 esUt- 
Iwiinf women's constitutional rttht 
(OahnrtKM 

iird maior influence is poverty 
^' 3»ih the correUtton between 
r ty and high .nfant mortality 
«les IS undisputeo. the Hit strategies 
for r,ductn| mfani morulity among 
populations are nut self-evident 
Cr antnes thai have had a social revo- 
lt Mn (Chuia and Cuba more notrbly 
than the U S.S R ) resulting m a redis 
tributKM of wealth and en emphasis on 
equal particnaiion in health lervices 
Miow impressive successes m reducing 
infant mortaliiy Even better jjccess 
his been a:hieved m capKalisl nations 
thai have established extensive welfare 
and health benefit sysiemi (the exam 
pies include the Scandinavian coun 
tttes. the Netherlands and (he United 
Kingdom) 
I have already mentioned the impor 
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tance of prenatal ctrc 1( ii noteworthy 
thai the women m the U S who get the 
most and best prenatal care are the 
ones who .tre a( the lowest risk of lot 
in| an infant For such women the 
measurable contribution of the care 
to the survival of the infants may not 
be hi|hJy significant 

Most of the infonnation about pre 
natal care conies from buih certifi- 
cates, which record the date of the first 
visit and the number of visits. In the 
statistical anal VI IS of iheae data the 
care !s presumed to be inadequate if it 
d d not begin until the third trimester 
(the last three months of pregnancy) 
or consisted of f'wer than five vuits 
All recommended standards c«il for at 
(east 10 visits and for more than that if 
special risks are idcnlified Unfortu- 
nately littie informaitCMi is av#dabk on 
the adequacy of care m terms of the 
content ot the visits. 

David L Kessner of the Institute ot 
Medicine of the NatKmal Academy of 
Sciences analyxed data on New York 
City women and found that social risks 
(the woman was smf le. of an unfavor- 
able age or poorly educated) appeared 
oftener than medical ones Further 
more, the infant fnorulity rates more 
than doubled in (he presence of either 
kind of nsk An important finding wu 
that 75 percent of the risks could be 
identified in the first fiveminutesoi the 
first prenatal visit 

The n umber of Ame/Kan women re- 
ceiving prenatal care rose during the 
I970's. but a gap persisted b<;twcen 
blacks and whites. By 1<>79 some 4C 
percent of black women were not seen 
for prenatal care dunng the first three 
months of pregnancy, whereas near* 
ly 80 percent of white women were 
Overall participation m prenatal care 
appears to have declined since 19X1 
m areas with high unemployment or 
large minority populatKMU 

The strongest influence in reducing 
infant mortality in recent years has 
been the growth of programs for care 
of newborn babies who are at high risk 
of death Some (s/QO hospitals in the 
U S have established units capable 
of applying the ad\anccd technolo- 
gy now available About 6 percent of 
newborn babies are admitteo to such 
units often having been brought from 
a distance by special rapid -transport 
faciliites 

Tor newborn infants weighing more 
than I 5'K) gram^ these systems have 
brought ahoiit an impresMvelv im 
proved rdic of ^urMval without 4in 
apprc(.ijhk risk of Ijter problems of 
health or dc\clopmcni For infants 
v^cighin^lcssthdn t 5<M) grams the sur 
vivjl rjic\ ire aUo enormously im 
proM.d hut Ihe long term pro^pCLls 
for the\e hjht«s jre more douoiful 
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S€\etil repons mdicsie ttn ihc im- 
pfoved lurvjvaJ of >uch mfaiit) hiu 
been accompantrd by ■ relitivc in 
crejse in pouneoruul mor\ih:y The 
ob«ervktion iuggciti ihat elabo ate 
•woiMWl lechnolofy (lcu>rs rather Than 
Prevents some infani deaths 

In a itudy done for the Office of 
Technology Aaaeument. Peier Budetti 
estimated the average com of neonaiai 
jntensive care m J 978 lo be $I3.6J6 
per ptiKnt Routine prenaul care has 
been esiuiiated to cost ibooi $350 per 
patient On the b«ii of iheae figures a 
group advocauag comprehensive pre- 
natal care for ail low inconic women 
has calculated U»ac by providing such 
a program rhe Federal Government 
would save S3 60 million per year in 
outlays for neonatal intensive care and 
ihe rehospitaiizatKX) of babies born at 
low weight 

Aga nsi ihu l^kground one can ex- 
•<s. amine the effecis of Federal poli- 
cy on health services relatmg to infant 
mortality For this purpose it is m- 
struciive to compare the receuion of 
1974-73 when publKly iponjortd so- 
cial supports and health services >.ere 
expanded, with the rereuton of i9«l- 
12, when progranu of that nature 
were curUiJcd 
To make the comparison my col- 
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leagues and 1 examined data from a 
group of eight states ihat *ere sen 
ously affected by the earlier reccs- 
s»on(Ceorgta.Micmgan, Missouri Ne 
br*ska. New York Ohio, South Caro 
iina and Virginw) and eight that were 
nol(California.|owa,Kentucky Loui- 
siana, Maryland. Montana, Oklaho- 
ma and Texas) For each group we 
analyzed the rates for infant mortal- 
ity neonatal mortality &„-i low birth 
weight for whites tnd non«hites in the 
period 1973-77 We found »Jiat mfant- 
health trends improved equally in both 
groups of states and among all popula- 
tions No reversal of favorable trends 
could be identifed 

A stricUy parallel analysis for the 
liter recession is not yet possible, but 
the preliminary dau indicate a very 
different experience The states hard- 
est hit by the recession reported a de 
rime in the participction of pregnant 
women in prenaul care, consateni 
with the loss of Medicaid and insur- 
ance benefits and with the curt&ilment 
ofsupponforpublKclinKs Anumber 
of UMtes reported a reversal of previ- 
ously favorable trends for rates of in- 
fant morulity and birth weight, partic 
ularly among minortty populations 

When the Public Health Service es- 
tablished in 1979 the goal of an infant 
mortality rate of nine per 1.000 live 



births by 1900 it alto proposed some 
related obiectives to be achieved with 
in the same period One was that the 
infant mortality rate should notexceed 
12 per l.Ouu live births for vny racial 
or ethnic group Another was ih«t low 
we.ght bu-ths should constitu>e no 
more ihrn 5 percent of all live bu-ths 
with no racial or ethnic group exceed- 
ing 9 percent A ihu-d was that 90 per- 
cent of pregnant women would begir 
prenaut care withm the first trimester 
\nalynng reported rates of progress 
by sute, the Children's Defense Fund 
has ccKludeo i. ni none of these goals 
are I kely to be met by 1990 on a na- 
tionwide basis The ,-»eans whereby 
the goals could be met art -mm mysteri- 
ou. but they require the imp;ementa 
tion of certain public policies t* at are 
not even being seriously "onsidei'd 
The means include assured actcu to 
compreheruive perinatal care guaran 
teed maternity leaves for all working 
pregnant women and recent mothers, 
job protection during th<: leave and 
cash benefits equal to a signifi'-ant por- 
tion of wages during the leave These 
measures can be promoted on the basts 
of humanitarian concern social equi- 
ty, cost effectiveness and even national 
security to the extent that it will de- 
pe' on a com mg genera twn both vig- 
or s and productive 
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RAUAL AND SOCIOECONOMIC DISPARITIES IN CHILDHOOD MORT4UTV IN BOSTON 
Paul H Wde, M D , M P H , Milton Kotelchuck, Ph D , M P H . Mark L Wilson, Sc D , 
AND Mark Mills, M A 



Abctract Wt •xwrined rwati and inooiTW-ftlatad piA- 
tern* o< rwxtairty from birth through •ctote«ow¥» « 
ton. wh«ft rwidwm h«w« high access to tortiary ms«- 
cat cara» ' 

ChUOhood moftaHly was si gnifl ca rtly hJghar among 
biacfc chiWfan (odda ratio. 1 24, P<0.05) and lownncomt 
chil^ (odds ratio. 1 47. P<0001) Socioeconomic ef- 
fects vwled tor dWefant age groupe and cwjses o( death 
The ii.gest retative dispamy occurred in the neonatal and 
postnaonatalpenods.andthesmalestinadoleeoence Of 
the total rwaal different^ . in neonatal mortaMy (088 
deaths pvr 1000 kvttutt ). 51 2 per cent occurred m 
prematun imanls. 13 4 per cent mterm infants wtio were 



smaN for their gestationat age. and 259 per cent tn 
neonates who were tx>th premature and srrtall for their 
age Biacfc neonatal mortality was etovated at aH income 
levels Beyond the neonatal penod, mortality from ree- 
piraiory d«ease. fire, and homidde had strong inverse 
reiatanshipe with n ome. and mortatay from tniones to 
the occupants of motor veNctos was directly retaied to 
moome 

These data suggest that despite acxess to tertiary medh 
cal services. sut>stantial soaal dffferentiatlon in mortality 
may exisi t*^ oughout childhood Equity m chMhood sur- 
vnmi will probabfy require policies that emphasize preven- 
tive goals (N£nglJMed1965.31336a«) 



A LARGE liicraiure has documented elevated 
death rates m lower soaal classes in the United 
States'"* and elsewhere ' These studies have primarily 
examined mortabty in infants/** adults,' or total pop- 
ulations,*** rarely expionng the conunuum of effect 
throughout childhood Interest in this area has been 
I indled by persistent raaal dispanues in social and 
economic su and by renewed debate ove» the effect 
of sc lal programs on children living in poverty • 
Moreover, the growing recognition of the importance 
of injuries in childhood mortality has provoked calls 
for expanded research into the soaaj determinants of 
childhood trauma • 

Mortality during the neonatal penod (less than 28 
days of age) began to fall dramatically in the United 
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States during the mid-1960s This decline, which has 
continue<' to the present, has often been associated 
with iir.porunt advances m the medical care provided 
for pregnant women and ill newborns During this 
same penod major technological stndes have been 
made in the diagnosis and treatment of many senous 
childhood conditions, including infections, diabetes, 
asthma, cysuc fibrosis, kidney disease, and leukcnia 
These advances, in turn, have been coupltd with ma- 
jor efforts to provide access such care through re- 
gional referral and transport systems 

The manner in which these innovations have al- 
tered patterns of differential mortality, however, re- 
mains poorly understood In this study we sought to 
elucidate raaal and socioeconomic dispanties in mor- 
tality from birth through adolescence in the city of 
Boston The Boston case is of speaal interest because 
of the unusually high access its children have to terti- 
ary health services According to vital staustics for the 
penod under study, 93 per cent of all births and 96 per 
cent of all low-weight bwths to Boston residents oc- 
curred in pennatal referral facilities with directly asso- 
ciated Level III neonatal intensive care unm There* 
lore trends in neonatal morulity can be studied in i 
toul population with virtually complete and immedi- 
ate access to intensive perinatal care The concentra- 
tion of teruary pcdiatnc faciliues in Boston has led to a 



Rcpnnied from the New England Journal of Medicine 
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Similar hospitalization pattern for older children resid- 
ing in the city According to data collected by the 
Massachusetts Health Data Consortium, 82 per cent 
of all nonneonatal admissions of children residing ,n 
Boston occurred at tertiary units of major teaching 
hospitals Furthermore, admissions to teruary facili- 
ties accounted for 94 per cent of all m-hospital pediat- 
nc deaths Although we make nojudgment about th tr 
appropnateness, these hospital utilization patterns 
provide a spcaal opportunity to examine childhood 
mortality m an area where access to tertiary services is 
extremely high 

MrmoiM 

Deatlu in duldren from binh throufh 19 yean of age were exam- 
ined for rtstdenu ofthc aty of Boston for the ya-i 1972 through 
1979 AU inTonnauon was atracted froro compuimzed Blea of 
birthj, deaiht, and linked nconaul bmhi and deathi obUinrC frvm 
the Regutiy of Vital Evenii. Maisachuaetu Drpanmcnt of Public 
Health Nauonaj childhood popuJatxm and mortality dau were 
obuincd from tapes of the 1970 aDd 1900 nnuonal censuses and 
yearly vital stausba f,om the Naiiooal Center for Health Siaiisucs 
Neonaul mortality was defined as deaths of ln--bom mlanis less 
than 28 days of age. %oth mcJuston m the study based on matemaJ 
retrtence in Boston, independent of the location of binh Births and 
neonatal deaths were examined by birth weight, race, ^ x, htvpiial 
at which birth and death occurtd, gestational age, and maternal 
facto-r including age, parity, education, and census tract of resi- 
dence For all other age group*, age, sex, race. cau.e of death (cate- 
gone. 8 and 9 of the ImtrntumtMl CUtn^ktm »/ ZW^,. Aduud) 
Md census tract of residence were reviewed Age stratification ccn- 
iisted of SIX groupmgs neonates, potutconates (CS through 364 
dayi), 1 through 4 years. 5 through 9 yean, 10 Uirough 14 yean, 
and 15 through 19 years 

Because no direct mformauon regarding income is currently 
available on hrth and death certificates, an indirect measure of 
income status was used Median family income by census tract of 
residence was used as a mea'ure of eomomic resources available in 
the immedutc sor .1 r-.vi-onment Median family income for each 
census tract was. .led ui the 1970 and 1980 national censuse- To 
conform with the ei^ht-year period under study, median family- 
irromt .^ua were extrapolated from the base census yean The 
146 census tracts of Boston were ranked by median family income 
and straufied into three groups of ascending income Group I 
Ij.941 to 111,035. Group 11, 1 1 1,115 to $14,529. and Group III 
114.738 to 133.409 Each grouj^ was composed of 4« to 49 crnsu^ 
tr„cu, with Groups I, II. and III containing 56,(Hi, 48.846, and 
67.353 children, respectively 

TTie relative contnbution of specific facton to neonatal moruliiy 
differentials was calculated by means of a standardization model 
pioneered by YanUuer and AIUwa> '"and extensively developed by 
Williams' ' " and othen TTie contrtbuuon of factor-! -ofic mor- 
tality rates to differences between groups a and b was estimated by 
computing an expected rate for group a, using the fat :or-specific 
mortality rates of group b and the actual fractional distribution of 
group a When two or more facton were analyzed simultaneously 
lofistic-reFOSion modeU'* were emploved as suggested by Paneth 
et aJ Birth-weight-speafic mortality was computed for MO-g 
categones Gtsiational-age data were available for the yean 1975 
through 1979 and were based on the reported date of the mother's 
last menstrual period The effect of gesiational age alone was ana- 
lyzed by consinicting four gestatwnal-afe groups, such that the 
mean binh weight of each group wasappi iximately the same "In 
analvzingrelatWMhips between gejta oni age and birth weight for 
diHerent racial and incomr groups, u,e pe centiles for birth weight 
according to gesutwnal age reported for ( alifomia by Williams et 
«i were used as siandards Neonates b^low the 10th percentile 
were considired small for their gestation al age Ninei\ five per cent 
confidence 'ntervais for mortality rates were based on a Poisson 
distnbuiion and 'ulated by methods suggested bv Foster and 
Kleinman 



Compartsoo of mortality betw-en raaal and incoi subgroups in 
ail postinfancy age grou s w„ based on age- and sex adjusted 
rates Adjustment was peHomcd by direct siandardizatior tech- 
niques,''^ wherein the popuJauon of all children under 20 yean in 
Massachusetts over the same period was used as the standaid Tnis 
mcthc «PpI*o the age- and sex-speaftc mortality rates of the stud- 
ied group to the age- and lex-specific peculations for the sute as a 
whole Rates can then be adjusted and compared with the sutewide 
and na- inal rates The rauo of the directly adjusted rate to the 
sundard rate, known as the comparauve monaUtv figure," and the 
associated confidence intervals" provide a measure of Boston s 
monaiif/ experience relauve ij that of the Commonwealth of Mas- 
sachusetu and the nation as a whole 

RfSULTi 

Overall, mortality rates were subsuntially higher 
for black and Group I children If blacks had had the 
same adjusted mortality rate as whites, then 262 9 of 
the actual 774 deaths among blacb would not have 
occurred Similarly, if the children of Group I had had 
the same mortality rate as chrldren of Group HI, then 
282 3 of the 760 actual deaths would not have oc- 
curred However, the effects of race and income vaned 
according to age a, J the cause of '>ath The largest 
relative raaal and income differentials were observed 
in the neonaul and postnconatal groups A stnking 
convergence of rates for both rac« and all income 
groups was noted m adolescence The relative age- 
spccific morulity nsks associated with low income are 
represented as odds ratios in Figure 1 The contnbu- 
tion of speafic age grouns to overall racial and income 
differentials is not only a reflection of relative dispinty 
but also a product of the absolute mortality rates in 
that category Figure 2 shows these age-specific contn- 
butions to total racial and income differentials, indi- 
cating the overwhelming importance of mortality a,f. 
ferentials m the first vear of life 



Between 1972 and 1979, 58,150 birtns and 776 
neonatal deaths were recorded amo ig Boston resi- 
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Figui* 2 Ag«-SpMMc ConMxKlom to OvtriK Racial wid Inoorra Diflaranbala. 
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dents Between the earlier penod rrom 1969 to 1970 
and the penod from 1978 to 1979, the mortality rate 
lor white neonates Tell from 14 6 to 7 2 deaths per '000 
Uve births, and the rate Tor black neonates Tell from 
21 8to]56 The ratjoofblack to white rates increased 
from 1 49 for the 1969- 1970 penod to 2 17 for the 
1978-1 979 penod (P<0 05) When neonatal mortality 
was stratified by income group, an inverse relation- 
ship was noted (Fig 3) The mortality rate for neo- 
nates from the wealthiest group was 42 5 per cent low- 
er than that for the pcx^rest group For both white 'nd 
black neonates, mortality was inversely related to me- 
dian family income However, excess mortality was 
evident among blacks in all incume grour*:: 

Because the risk of death is strongly a-iociated with 
btrth weight, neonatal mortality difTcrc >ua1s can be 
stratified into diflerenccs in birth-weight J*«tnbution 
and dilTerences >n birth-weight-^pcafic mortalif, As 
noted in Table 1, the Survival of neonates weighing 
'ess than 2500 g favored blacks, whereas morultty 

long neonates above 2500 g showed a reversal of ihvi 

'ationship Income was not significantly related to 
< 'th-weight-speafic survival for either race, among 
neonates weighing less than 2500 g Above this weight, 
however, income was strongly related to mortality 
DifTerences in morultty among income groups re 
pnmanly due to di span ties in rates of low-wcght 
births (111 1 per 1000 live births in Group I and 68 7 
in Group III, P<0 001) The high relative mortality 
among blacks was also found to be due pnmanly to 
high rates of low-weight births (1280 per 1000 for 
blacks and 73 6 for whites, P<0 001) Dunng the pen- 
od under study, birth-weight-speafic morultty rates 
were similar for ail hospitals in Boston 

DifTerentjal rates of low birth weight may be due to 
difTerences in premature delivery, intrauterin ^ growth, 
or both Therefore, gestational-age data wi e ana- 
Ivzed to assess the relative contnbutton of these fac- 
tors Eighty-two per cent of all records contamed 
adequate data for an analysis of gestational age, in- 



RACIAL DfTWEhfTiAL come, and race The proportion of 

deaths occurring in neonates below 
the lOih percentile of weight fur 
gestational age was shghtly higher 
among blacks (36 I per cent) than 
whites (33 3 per cent) Eighty-four 
per cent of aU deaths among white 
low-birth-weight infants and 82 1 
pei cent of all those among black 
low-birth-weight infants occurred 
in neonates born prematurely (less 
than 37 weeks' gestation) Table 2 
summanzes the dau on birth weight 
for gestational age by race Sev- 
enty-seven per cent of the total 
racial difTereniial (5 3 deaths per 
1000 of a total difference of 6 88 
deaths per 1000) occurred m pre- 
mature neonates The remaining 23 
per ''^nt occurred in term infants 
Almost 40 per cent of the racial differential occurred 
among neonates below the 10th percentile Logistic- 
regression analysis was used to assess the importance 
of other demographic factors m determining racial 
and mcome differentials The distnbuiion of maternal 
age, panty, and the dyad of maternal age and panty 
made only sma'l contnbuiions todiffereniial mortahty 
between racial and income groups The mother's 
highest year of education varied with income and did 
not make a sigaif cant contribution once income was 
assessed 

For the period under study, 266 pos^neonatal 
deaths were recorded among Boston residents, result- 
ing in a postneonatal mortahty rate of 4 6 per 1 000 live 
births Postneonatal mortality was 6 I for blacks and 
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Figurt 3 Naonatal Mortality Rates for *he City of Boston from 
1 972 through 1979, Accordir>g to Raca and income Group 
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3 7 for whiles (odds ratio, 1 63, P<0 001} The Group 
I rate of 6 8 was significaiitly higher than the Group 
III rate of 3 2 (odds ratio, 2 11,P<0 001) The combi- 
nation of a large relative dispanty and high absolute 
mortahty in this age group accounted for a substantial 
portion of the overall racial and income diflerenlMls, 
as shown in Figure 2 

Respiratory disease, primarily bronchopneumonia, 
was the leading cause of death in this age grr»up, and 
was characterized by large racial and income differen- 
tials The (xlds ratio for Group I relative to Grcip III 
was 2 99 (P<0 001), and that for blacks relative to 
whites was 2 07 (P<0 01) The rates ofpostnconatal 
morubty from this cause were considerably h^her 
than similarly defined rates for Massachusetts and the 
United States The Group I rate was 3 41 times higher 
than t ie statewide rate and 2 71 times higher than the 
national rate The sudden infant death syndrome was 
the second leading cause of death in this age group, 
with rates generally comparable to Massachusetts and 
national rates 



A total of 806 of Boston's children between the ages 
of 1 and 19 years died during the eight-year penod of 
study The total crude mortality rate for the city was 
6 30 per 10,000 child- vears, with an adjusted rate of 

6 21 (95 per cen» confidence interval, 5 79 to 6 63) per 
10,000 child-years The adjusted mortality rate was 
5 75 (5 24 to 6 26) for white childr n and 7 14 (6 30 to 

7 98) for black children, with an odds ratio of 1 24 
(1 08 to 1 43) Mortality for both races was highest m 



the low-income group, with an odds 
jtio of 1 47 (1 25 to 1 94) Black 
.ates were significantly higher than 
white rate^ in Groups I and II but 
not in Group III Adjustment by 
indirect sundardizauon did not pro- 
duce results that were significantly 
different from those with the direct 
procedure Table 3 presents adjust- 
ed mortality rates and associated 95 
per cent confidence intervals by 
race and income group for the four 
leading causes of death Consider- 
able racial and income effc.ts are 
evident and are detailed below To 
povide a context for the Boston rates, comparative 
mortality figures were calculated, using as standards 
the mortality expenences of the U S and Massachu- 
setts childhood populations for the same pen(xl, these 
figures are summanztd in Tablr 4 

Injuries accounted for approximately 75 per cent of 
all childh<xxl deaths Whereas medical conditions 
and respiratory diseases were of pnmary importance 
in the one- to four-year age group, injuries were par- 
ticularly important in all other age categones For the 
5-to*9 and lO-to-14 age groups, fire was the leading 
cause of injury-related death and the largest contnbu- 
tor to income differentials in mortality Although high 
for all children in Boston, the rate of death from fire 
was highest for those under four, and theobscrved rate 
in this age group was more than three times the na- 
tional rate Mortality from fire showed large differ- 
ences between income groups but c minor racial 
differentials 

Fifty-seven per cent of all deaths in adolescents were 
due to only two causes injunesto occupiints of motor 
vehicles and homicide Mortality from injunes to mo* 
tor- vehicle occupants was directly related to income 
for whites, with the rate for the wealthiest group ap- 
proaching state and natic 'AI rates. Since so few black 
children died as a result of motor -vehicle occupant 
injunes over the eight-year pericxl of study, rates by 
income group were not calculated for them Homicide 
rates were substantially higher than the national and 
statewide expenences, and significant racial and in- 
come effects wrre noted Overall, homicide claimed 
more lives dunng 'he pen(xl under study than any 



Jtttj 2 Contribution ot QMtatkmal Ag« and tntrauterm* Growth to Total Raaal Offfervntial m N9onalil *.iortalrty • 

<37WnM CmjtnoM »}7 Witu Cut«tkm Tot* 

<10tii PiactMmi »iOtn ructmiu <HOnt runHTiLf nKiHTiu 



1 37 179 449 317 ) |t 15 4 061 8 0 7 6J 

2 30 I 7t I 7t 2 W I 90 



*Tfi»h y t ici Ut bw* ttttpH lot tntMxmti tft kM«4 o* 4m fnMi Wilhwi —4 Ckca " lUtti Kfi»i<m Ok m 



ERIC 



3R7 



341 



TUfa MuilttfOilldMort«lltyRMMiDrB(i«lw»onii972ioi97t,Ac«cn>ngio 







rm 














WlHM 


1 S4(Of5. 2 |}> 


0 72 (0 36, 1 11) 


•iMk 


llOd 24 2 36) 


031 (0 22.0 71) 


Toiri 


i M(l 3t 2 10) 


060(0 37 OU) 










i 27 (0 n 17)) 


0 62 (0 37 Of)) 


BtKi 
Toy 


2 ri (1 25 2 97) 


0 36 ((. K 1 0)) 


i CO(l 17, 203) 


060(0)3 0I3> 


QnafOI 








146 0 09. 113) 


0 21 (0 07 0 )3) 


BiKk 


I 41 (0 36 2 40) 


0))(0 0 79) 


147(1 13, ill) 


0 23 (0 09, 0 )7) 


Tom 






WIM 


142(1 13. 169) 


044(0 30,0 31) 


BtKi 
T«m 


1 1) (1 40. 2 26) 


0 30(C29,0 7J) 


1 33(1 32, 1 71) 


046(0)4 031) 



Mma ViMKu Ocrt»wrr 



rLUMlMlllAS OmivB 111 ll3Btl4J3»;C 



AU Orau CoMPiTiM 



0 36 (0 23, 0 19) 0 77 (0 )9 1 13) ) 12 ( 2 10 4 14) 

— 1 52 (1 06 1 9t) 3 14 (2 7> 4 90) 
0 )4 (0 21. 0 47) I 2t (0 90. 1 52) ) 4) '2 71 4 16) 

0 16(0 52 I 2) 0»2 (0 47.l l)) 2 75 (1 9) 3 57) 

— i:2(0 62. U2) 2 76(1T7, )75) 
0 66 (0 41 0 14) 0 94 (0 64 1 24) 2 75 (2 17 ) ))) 

107(0 ::>.!)) 0 21 (0 1) 0 42) 1 95 (1 a 2 42) 

Oil (0 IB 1 44) 1 92(0 59. 3 25) 

0 99 (0 79 1 19) 0 36 (0 20 0 52) 1 93 (1 49 2 37) 

0 92(07)111) 0 34(0 40 0 6«) 2 4) 03 21)) 

— 1 )J (I 0) ! 61) ) 51 (J 79 4 2)) 
0 23 (0 0 37) 0 79(0<K. j94) 3 11 (2 77 3 59) 



oiher form of mjury-rclatcd death A Tull 1 1 5 per ceni 
of all deaths in children one month through 19 years of 
age were due to homiade Although mortality from 
homiade %vas highest among adoletcents, i» is impor- 
tant to note that 28 5 per cent of all deaths from homi- 
ade occurred m children younger than 14, and 15 5 
per cent in children under 4 

Although aggregated medical conditions were im- 
. .tanr contributors to absolute death rates for al! age 
groups racial and income differentials were rclauvely 
small Neoplasuc conduions accounted for slightly 
higher mortality in white children, but no significant 
income uifferenbals were noted Although it is quite 
possible that race and income affect certain specific 
n.£dical causes of death, the small numbers of draths 
in each category precluded a stratified analysis 

Disc:uasiON 

The findings of this study suggest that poor children 
m Boston have disproportionately high rates of mor- 
tality If the death rate among the poorest group of 
children had been similar to that among the wealthi- 
est, then more thm one of every three deaths in the 
poorest group would not have occurred Premature 
birth, respiratory disease, homiade, fire, and motor- 
vehidc injunes represent public health concerns of 
major imporunce Indeed, these five conditions ac- 
counted for more than 60 per cent of the total mortal- 
ity and for 73 per cent of 'he difference mortality 
between income groups 

This study alsj suggests that substantial socioeco- 
nomic differentials may exist despite unusually high 
access to tertiary level services A major goal of mod- 
em pennatology has been to ensure that all prc^jnant 
women and newborns who need intensive car. have 
immerliatc access to it Yet in Boston, where residents 
have virtually complete access to Level III services, 
racial and soaal disparities in neonatal mortality 
remain This observation provmes a womsomc con- 



text for recent reports of increasing racial dispantics 
in statewide popuLuons,"" and suggests that the 
reducr an of inequities in neonatal outcome will re- 
qu* , strategies that extend beyon.' the rcgionalization 
of tertiary pen natal care Similarly, substantial mor- 
tality differentials were observed among older chil- 
dren, despite the presence of highly developed tertiary 
care However, unlike the findings in prc\iOus re- 
ports,*' ' differcnuals due to -dical conditions were 
not pronounced Although this study cannot esublish 
a causal rclauonship between the nature of Boston's 
health care system and this finding, the services pro- 
vided by the city's tcruary ^aalitics and extensive sys- 
tem of neighborhood health centers^* may have been 
particularly influential in this category of death In 
contrast, death from traumatic causes was closely as- 
sociated with race and income, contnbutmg to a pat- 
tern of substanbal differential mortality Although 
mortality from trauma may be partly reduced through 
improved medical therapy, it seems likely that far- 
reaching solutions will require a redirection of both 
clinical and public policies toward preventive goals 

Race has commonly been used as a proxy for sjcio- 
economic status in the United States,^ ^6 „ contin- 
iies to be associated with distinctions in social and 
economic standing in our society This study explored 
how family income interacts with race in shaping pat- 
terns of childhood . ,ort ility However, it is important 
to recognize that u I'ns study race remains a proxy 
measure of social phenomena Racial differences in 
mortality within income groups arc considered a re- 
flection of pn manly social and economic mflucnccs 
more closely linked to race than to family income 

Agc-specific analvsis underscored the importance of 
death occurring in the neonatal period In Boston, 
dispantics in neonatal mortality were due primarily 
to high rates of low-weight births The importance 
of reducing the incidence of low birth weight in 
the United States has been cogcndy documented by 
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TaW« 4 Compifttiv* MorttMy hx LMding C«u9©$ of Death •moog Boston Children trom 1972 to 1979, Acoofding to Inoxne Group, 
with M«ss«chuMtts and U S Rates as Standvds 
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McCormack Although evidence sug,»ests that strat- 
egies directed at maternal nutntion, ci;arette and at 
cohol use, social support, and the expanded use '^f 
tocolytic agents may reduce theinciderce of low jiuh 
weight,'* It docs not necessarily follow that t'ley will 
also reduce racial or socioeconomic differentials in 
neonatal mortahty Since the causes of premature 
birth" and low birth weight^ may vary for different 
populations of women, an emphasis on specific pre- 
natal interventions could differentially affect stratified 
racial and socioeconomic groups Furthermore, with- 
out linkage to expanded health care systems, these 
strategies could prove more accessible to relatively ad- 
.^antaged populations of childbcanng womet The 
large differences in survival among infants of normal 
birth weight must also be addressed " 

Bevond the neonatal pcnod, low income w«s also 
generally related to an increased risk of death in chil- 
dren Reports from the United States'^ " and Britain^ 
ha\e documented a similar relationship However, 
thi study suggests that although childhood mortality 
IS generally related to low income, the strength and 
even the direction of socioec -"o nic effects vary for 
specific age groups and causes ot death The data also 
substantiate the important contribution of injuries to 
total and differential mortality in childhood ^ Some 
investigators have suggested that larger socioeconom- 
ic aifferentials occur when injury and violence are 
most important to overall mortality '^That racial and 
income differentials were minimal in Boston's adoles- 
cent population IS therefore an unexpected finding In 
Boston, the two leading causes of death among adoles- 
cents, homicide and injuries to motor-vehicle occu- 
pants, had counterbalancing associations with in- 
cone These findings underscore the need for caution 
in usini; broad age and causal categories, particularly 
those commonly labeled "accidents and violence " 

The Bost<^n data also provide a reminder that in 
addition to larger societal forces, patterns of childhood 
death ma> also be inflticnced by local conditions Al- 
though the association between p*»vert> and death 
from respiratory illness is well known,'* the relative 
size of the diff-rentials in Boston was larger than pre- 
viouslv reported This mav reflect a growth in the 
number of surviv ing premature neonates with residual 



respiratory compromise or a misclassification ofsud 
den infant death in th- respiratory category Howev- 
er, these high rates of respiratory death may reflect 
real microbiologic and environmental interactions, 
suggesting an important area for medical intervention 
The rate of death from fire was also found to be par- 
ticularly high in Boston, with adjusted rates in young 
children more than three times the national rate and 
twice the rate recently reported for this age group in 
Baltimore ^ Several recent studies have suggested 
that mortality from motor- vehicle injuries contnbutes 
substantially to elevated mortality among children of 
low socioeconomic c'ass ^''^^ The data from Boston, 
however, show that as family income rises, children 
u, r 20 vears of age have a substantially higher nsk 
of death as occupants of motor vehicles Low family 
income in an urban center served by major public 
transit systems suggests a relatively lower exposure to 
occupancv of private motor vehicles than in areas 
where private ownership of vehicles may be essential 
This apparent local vanation in the epidemiology of 
major causes of childhood death could represent an 
important consideration m developing public policies 
designed to reduce differential mortality rates in chil- 
dren Small-area analysts, although limitcd,^^ may 
help identify local prionties and suggest to health 
practitior-.'s, public olhcials, and citizens the determi- 
nants of observed differentials commonly viewed as 
being bevond local control 

Our analysis relied on death-certificate diagnostic 
categories — a data source vvith well-documented 
limitations However, its utihty is substantially in- 
creased by comparing distinctly unrelated diagnostic 
groups Experience has shown that minority or low 
socioeconomic groups arc at highest risk of being un- 
dercounted in the national census, and an under- 
count can lead to erroneous inflation of mortality 
rates However, although estimates vary, the extent of 
undercourting in these groups does not appear to be 
large enough to explain the differentials in mortality 
observed in t^.s study ^* Another methodological 
concern is the possibility that the association between 
low income and high relative mortality may be ex- 
plained bv the mov enient, or "drift." of iH or debilitat- 
ed persons into low -income areas * Although chronic 
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lUncss in children may aflect familial income and so- 
aal status, this factor seems less influential than illness 
in adults In addition, the largs contnbution of cata> 
strophic traumaUc events to childhood mortality does 
not support the dnft hypothesis as an explanation for 
the patterns of differential mortality. 

On the basis of the expcnence described in this 
report, it seems unhkely that improved access to 
hospital based services will effectively eliminate so- 
aal differentiation in childhood mortality Equitable 
access to all forms of medical care must remain an 
essenUal goal ^ However, the dismantles in the ina- 
dence and seventy of life-threatening events in child- 
hood must ?jso be addressed Of broader concern, 
however, is the recc^nition that this persistent differ- 
ential nsk of death among children seems to reflect the 
profound inequities that conti iue to shape their social 
environment Differential mortality may reveal much 
about the way children die, but it also provides impor- 
tant insight into the way children live Differential 
rates of childhood mortality may thereby represent a 
revealing, if not tragic, expressior* of social inequity in 
a aty or in a society This study serves as a reminder 
that as new therapies are developed to improve the 
outcome of illness, concurrent preventive efforts ad- 
dressing the underlying determinants of differential 
mortahty must also be undertaken This linked ap- 
proach will perhaps provide greater assurance that 
equity in childhood survival will soon be achieved 

We arr indebted to Drt Mkry Eilen Avtry and Juliui B Rich- 
mond for th«r usiiunct »nd review of the minmcnpt. to Dr Anne 
Willoughby for methodological «uKeftionj, to Matthew Wehmai 
and James Merola Tor technical asujtance, to Dr Sharon Rosen of 
the MaiiachuMiU Departmeni of Pubhc Health for dau acquisi- 
i>on, and lo Andore Lozano and Gina Bamaba for preparaiion of 
the manuicnpt 
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Preventing Low Birthweight 
^ Summary ^ 



INTRODUCTION 



Low birlhv* eight is a md)or determinant of infant mortality in the United 
States Infants weighing 2,500 grams ^5 5 pounds) ur jess are almost 40 times 
more hkely to d'e dunng their first 4 weeks of hfe than the normal birth- 
weight infant in addition, low birthweight survivois are at increased risk of 
health problems ranging from neurodevelopmentrl handicaps to lower 
respiratory tract conditions 

To determine whether opportunities exist to reduce the incideni.e of low 
birthweight in this countr>', the Institute of Medicine convened an in- 
terdisciplinary committee in 1983 to studv the cau^-es and prevention of 
premature birth and intrautei'ne giowth retardation, the twin contnb i^ors 
to low birthweif;ht Jhv committee was asked to define those measures iKely 
to be most effective in prevtntir.g low birthweight and to consider their :osts 
in relation to the costs of caring for low birthweight infants As backgrounc* to 
such an analysis, the group was also asked to assess the relationship of low 
birthweight to mortality and morbidity, to review exishng information on the 
physiological causes of low birthweight and the nsk factors associated with 
It, and to examine trends over time 

The committee concluded that the prevention of low birthweight could 
contnbute signif cantly to a reduction in infant mortality in the United States 
and, more gener Jly, to .mproved child health Despite many unanswered 
questions about causation ar,d the interplay of important nsk factors, policv- 
makers and health professionals have enoug' information at present to 
intervene more vigorously to improve pregnancy outcome Useful ap- 
proaches include placing greater emphasis on identifying and reducing risks 
befoie pregnanq- increasing me accessibility of early ai.d regular high- 
quality prenatal ca^'c for all pregnant women, enncnin^ the content of pre- 
natal careand endowing it with sufficient flexibility to meet the needs of bt>*h 
high- and Iov/-nsk women, and developing a long-term public information 
program tc convry messages about v s to reduce low birthweight All of 
these efforts should be supported b> esearch activities that wiP increase 
their etfectiv'eness 

Progress in the directions recommended by thi* corrmittee will require 
recognition of the low birthweight problein as an important national issue 
This was partially achieved in 1980, when the Surgeon General of the United 
States specified a reduction in the low birthweight rate as one of the objec- 
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lives for the nation tor 1990 * But much mort» • to be done Congress, 
stale governments, professional groups, business and bbor organizations, 
church and women's groups, schools, and the media ail have a role to play m 
improving the health of the natmn's inlants The committee recommt*nds 
that leadership in the effort to reduce the occurrence of low birth weight be 
aLSumed bv the executive branch ot the federal government, especMilv the 
Department of HeaUh and Human Services Such leadership should include 
a^ increased commitment of resources to a range of ac*ivities like'v to 
decrease low birthweight 

The committ?e's conclusions and recommendations, and the dat»i 
supporting them, have been published in a conprehensive report available 
from the National Academy Pre'^'- This sumniar)' volume is intended to 
provideabnef overview of the issues covered in the full n p >rtand is directed 
to health care practitioners, legislators and their staffs, go ernment adminis- 
trators, and all others interested in the prevention of low birthweight in 
infants 

Su|.*port for the Con^mittee to Studv the Prevention ol Low birthwe;ght 
provided pnncipall* oy the Commonwealth Fund, with additional 
support from the F rd Foundation, the March of Dimes Birth Defects 
Foundation, the National Institute of Child Health and Human Develop- 
ment, and the Nutional Research Council Fund 



In 1982, 6 8 percent of newborns in the United States v ere low birthweight 
(2,500 grams or less), and slightly more than I percent were ver)- low 
birthweight (I 500 grams or iessj Low birthweiglil is an indicator uf niduc- 
quate fetal growth, resulting from premature birth (duration of pregnancy 
less than 37 w'eeks from the last menstrual period), po^*" weight gain for a 
given duranon of gestation (intrautenne growth retar ition), or both 

To determine the consequences foi child health of being born at 'ow 
birthweight, the committee reviewed the literature on the relationships 
between low birthweight and both mortahty and morbidity Two-thirds of 
deaths in the neonatal period (the first 28 days of life) occur among inlants 
bom at 2,500 grams or less The nsl^ of mortality increases with decreasing 
birthweight — the risk of neonatal death is 200 times greater foi .he ver)' K^w 
birthweight irfant than for the normal birthue:ght infant 

The link between birthweight and death in th^ postneonatal period (be- 
tueen 28 days and 1 year of age) is less pronounced, but still significant Low 
birthweight infants are five times more likely than normal birthweight in- 
fants to die later in the first year and account for 20 percent of postneona al 
deaths 

High rates of low-weight births a'so contnb^*e to differences in infar.» 
mortality found among particular groups of the population in the United 
States For example, the higher neonatal mortaht) rates observed for non- 



•"B\ luw birthweight babies sht>uld ctmstitute no nxire *''."n S perr nt (/ ^11 U\t' 

births (and) no count\ and nti racial nr ethnu firciup of th< pt laticn (v ^ blatk, 
HNpanic Ami ritan Indian) <ihouK^ ha\i'a rott'of low birth vMMj;hi iniai. that rxceedsM 
pfru nt of all hvv Inrths ' 
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white mothers, adolescent mothers, ai motluTs with less than a hi^h 
school education are largely explamed bv ni^her proportions of low birth- 
weight mfants m these groups 

For postneonatal mortality, the association is somewhat different h^en 
after controlling statistically for birthweight, postneonatal mortality rates 
remain higher for nonw'hite infants, infants of teenage mothers, and mfants 
of mothers of low educational attamment Thus, factors t\ pical of scKioeco- 
nomic disadvantage are linked to increased infant mortality through both 
higher «ow birthweight rates and a bi'ihvveight-independent risk of post- 
neonatal death 

Current Trends 

Between 1965 and 1980, the infant mortality rate .n the united States 
dropped by almost 50 percent, from 24 7 to 13 1 per 1,0("1 liye births This 
decrease has not bt'en matched by a comparable decline id the rate of low 
birth i /eight Between 1971 and 1982, low-weight births declined minierately 
from 76 to 68 per 1,000 liv ^ births Analysis of national and state data show's 
that the decline m low' birthwe ^ht has been confined to the group weighing 
between 1,501 grams and 2,500 grams No decline lias been observed in the 
proportion of very low birthweight infants 

Evidence from a vanety of sources indicates that the recent decline m 
infant mortality, espeaally neonatal mortality, can be attributed largely to 
improved survival of low birthweight infants, resulting primarily from more 
specialized hospital-based management through neonatal intensive care 
programs The moderate improvement m the low birthweight rate has 
played a relatively small role Sustammg the decline m infant mortality will 
require major new actions to pre\'ent low birthweight— approach tfiat 
may w'eli prove to be considerably less costly, both ^oclalh and economical- 
ly, than additional investments m ntonatal intensive tare 

Low Birthweight and Morbidity 

Low birthweight infan rappearto beat increased riskoi a \ aru'tv of health 
problems, although tht impact of low' birthweight on morbidity is k-ss well 
established than its contribution to mortality 

Theas«iociation between low birthweight and neurodey elopmental prob- 
lems, such as cerebral palsy and seizure > ^u.ders, was 'irst documented m 
the 1950s Lov hrthweight infants are three times as likeh as normal t rth- 
weight infaiits ') have noun^deyelopmental handicap*,, and the ri*-k m- 
creases with decreasing ;th weight — h to 19 per^^ent y ery low birthweight 
infant"^ may be severely affected 

The risk of other developmental problems, especu.ljy tho.e related to 
success m school, is more difficult to evaluate It appear thut the-.e problems 
are more common among children whose birthyveights were low for gesta- 
tional age, but the evidence is not conclusive 

Low birthweight infants also are more likely to have signihcant congenital 
anomalies than normal birthweight mfanK and are more susceptible to 
conditions such as lower respiratory' tract infections Thev are also vulner- 
able to the potential s;c:> effects of neonatal intensive care interventions In 
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addihon to prolonged hospitaliz »tion at birth, almost 40 percent of very low 
birthweight infants ere re hospitalized more than once during the f) st year, 
for an average of 16 days This compares with 19 percent of all low birth - 
weight infants for an average of 12 5 days, and 8 7 percent of normal birth- 
weight infants for an average of 8 days. 

The birth of a low birthweight infant and the proUems that follow may 
place SKOStantial emotional ana financial stress on a young family The 
effects jf this stress on the well-bemgof the infant, on the parent-child bond, 
and on -Wings and the mantal relationship are still being investigated 

Decreasing^ Mortality: The Effect on Morbidity 

Greater success in saving the lives of low birthweight infanU has not 
increa*^d our burden of babies with handicaps, according to recent studies 
Thf roportion with severe congenital malformations or retarded develop- 
ment remains the same, and there has been a decrease in the proportion of 
those with less severe problems related to birth Concern remains, however, 
about the effects of mcreased survival of the very smallest infants, those less 
than 1,000 grams These survivors constitute a relatively new population that 
will require long-term follow-up and evaluation 



A nalysis of the causes of low birthweight -^ust difierentiate between 
those responsible for premature birth and those leadir.-^ *o intrauterine 
growth retardation (lUGR) Trying to separate the two ccna, ions is compli- 
cated, however, because lUGR and prematunty occur together in a sub- 
stantial portion of low birthweight cases 

The physiological and biochemical events that initiate and maintain nor- 
rp"' human labor are not well understood, although recent investigations 
\ produced important new clues about hon». '•ai factors in the process 
Theoretical models based on th e due* have allowed researchers to begin 
studying variations from the ni nal pr.ttem that might lead to premature 
labor Certain clinical conditions, discussed in the following section on risk 
factors, appear to cause changes in the hormonal environment and metabolic 
stafe of the uterus and cervix These changes piobably result from complex 
interactions involving progesterone, estrogen, oxytonn, and other hor- 
mones, prostaglandins, calcium ions, adrenergic agents and receptors, 
catecholamines, and uteroplacental blood flow 

lUGR IS assooated with conditions that interfere with the blood arculation 
to and effiaency of the placenta, with the dcvc.opmenJ of the fetus, or witn 
the general health and nutrition of the pregnant woman. In many case? 
however, no relevant pathogenic facte s can be found Maternal vascular 
disease such as chronic hypertension, d.iOnic renal disease, or sickle-cell 
disease, /""ay hamper dehvery of nutrients or oxygen to the fetus Multiple 
pregnanaes may result in lUGR because the placenta cannot supply suffi- 
aent nutrients to more than one fetus Fetal factors associated with lUGR 
include chromosomal disorders, chronic fetal infections such as co?igenital 
rubella and syphilis, and radiation injury All of these associations suggest 
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possible pathogenic mechanisms, but the underlying physiolop--al pro- 
cesses have not been identified 

Risk Factors 

In the absence of adequate information about the basi^ causes of low 
birthweight, a la ge body of information has developed about "nsk fr :tors/' 
or factors whose preser.ce in an individual woman indicates an increased 
chance of beanng a low i>irthweight infant jhese factors, which will be 
outlined further in the follr /ing pages, are listed in Table 1 They include 
demographic cha^acten sties, nedical nsks that can be identified before preg- 
nancy and those that can only be identified during pregnancy, behavioral 
and environmental factors, nsks associated with health care (such as inade- 
quate ^renata! care) and a separate group of factors whose relationship to 
low birthweight is more tenuous, such as stress, utenne irntability, and 
inadequate plasma volume expansion 

Grouping the risk factors as nc^ ed on the table helped the committee 
identify those that ^an be detected before piegnancy and reinforced the 
concept that interventions can begin before thepienatal penod '^moking is 
perhaps the best example of this perspective The grouping also emphasizes 
the importance of behavioral and environmental risks and the need for 
interventions that go beyond medical care The demographic measures can 
help to define target populations The cluster of health care factors highlights 
the fact that not all risks for low birthweight derive from charactenstics of 
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women themselves And hnally, tht category ot evolving concepts ot '• sk 
suggests some important research arc / These themes dj pear throu iiout 
the mam report 

The committee concluded that a variety ot tac*ors are clearly and con- 
sistently linked to low birthweight These tartors should be used to help 
define high-nsk groups and to develop and target interventions it is appar- 
ent, hov\ 'ever, that the magnitude of risk posed b\' each factor for an individ- 
ual or for a group cannot always be calculated easily, that the risks ftir low 
birthweight are widely distributed throughout the population, and that a 
substantial number of low birthweight deliveries will continue to occur 
outside of groups currently defined as h.gh risk 1 hese circumstances high- 
light the need foi greater understanding of risk and causation, but should not 
be used to minimize the \dlueof using existing risk intormation for targeting 
interventions 



Demographtc Rtsks 

Because the major demographic risk factors are often interrtlated, it has 
been difficult to determine the precise association between anv single factor 
and low birthweight Nonetheless, careful research .s gradually definmg the 
independent effects of muiv factors 

Race Blac! newborns are more than twice as likely to we.i"^ han 
2,500 grams as white mfa^i^s The race-specific low birth weig! mong 
live births in the Unitec' tes in 1981 were 12 5 percent tor ^^ks and b 7 
percent for whites The jons for the higher risk among blacks are notclear 
ii has been speculated that maternal age mav account for part of the 
difference— twice as many black births are to teenagers— but when black and 
white mothers of the same age are compared, blacks are at higher risk of low 
birthweight in every age group Similarly, black mothers as a group have less 
education that white mother?, bui when blacks and whites are matched bv 
level of education, blacks still have a higher nsk of low bir'hweight Other 
•actors that have been studied but fail toaccov;nt tor the wfiite black difttien- 
tial include delay in initiating prenatal care, smoking status, height and 
weight distributions of the mother, and obstetric history 

The committee's analysis of national and statew.de trends in the white- 
black differential in low birthweight indicates that ihe gap is not closing For 
the United States as a whole, the relative decline in white low birthweight 
rates between 1971 and 1981 exceeded the corresponding relative decline in 
black low birthweight rates White low I^irthweight rites declined b\ 14 
peuent between 1971 and 1981, while black rates declined bv only 6 prrcent 
The absolute declines among whites and blacks, however, were more com- 
parable It appears, therefore, that characterizing trends in the ditference 
between black and white rates of low birthweight depends to some extent on 
the measures used 

The issue of race and low birlhweight is ft-ther cv mplicated bv the difter- 
ent birthweight-specific neonatal mortality ^>s of whitt and black intants 
Black infants weighing less than 2,500 grai a\e long been retogni/ed to 
have better rates of sur\'i\al in the neonatal period *han vNhite intants 
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TABLE 1 Pnncipal Risk Factors for Low Birthwpight 



DbM*.X.RAPHlC RISKS 

A Agt (less nan 17 u\fr "M) 

B Race (black) 

C Low stKioeconDmii status 

D Unmarned 

E Low level ot eduution 



II MEDICAL RISKS FREDA FiNC, 
PREGNANO 

A PanU (0 or mnrt than 4) 

B Low weight for heighl 

C Genitounnar\' anomalies surgL'r\ 

D Selected diseases such as dubtMfs 

chronic hypertension 
E Nonimmune status tor selected 

mfev.ions such as rubella 
F Poor obstetric histor\' including 

previous low birthweight infant 

multiple spontaneous nlxirtions 
G Maternal genehc factors (such js 

low maternal weight at own birth) 

III MtDICAL RISKS IN CURRENT 
PREGNANCY 

A Multiple pregnanO' 

B Ptwr weight gain 

C Short interpre<;nana intep'al 

D Hypotension 

E Hypertension preeclampsia toxemic 
F Selected infections suth as 

svmptomatic bacienuna, rubella 

and cvtomegalovirus 
G 1st or 2nd tnmestjr bleeding 
H Placental problems such a . platenta 

previa, abruptio platentae 
I Mvperemesis 



I t)ligoh\dMmi)UN pol\h\dramnios 
K Ant'niij jbnormal hfiiio^Jubin 
1 Koimuni/titum 
M Fetal antimalios 
\ iniompetenl Ler\ i\ 

SpontaniH)Us prematura rupture i>t 

membranes 

!\ HFHA\K1RAI A^ 

tNMRONNUNTM RISKS 
A Smoking 

B Pour nutrit «.)njl status 

C Akoht^l and other substanu- abusL 

O DtS i-xpiisurf and other tuxu 

exposures imluding iKLiip«ituinal 

hazards 
F High jltituiie 

\' HF \LTH CARl: KlSKS 

A Absent or inadequate prmatal tare 
B latrupenit prematuntv 

VI rvOLVING CONCEPTS OF RIsK 
A Stress, physical and psvchi^siKial 
B Ulenne irntabilitv 
C F\ents Inggenng uteniie 

contractions 
D Cer\Kal thanges letftted before 

onset of iabo. 
F Sel^Tted infecMons suth as 

mvLOplasma and Chlam\dia 

trachomatis 
F Inadequate plasma volumt 

expansion 
G Progesterone deluien(\ 



Similar bir'hweight Based on this obieryation, some researchers have sug- 
gested tha. the 2,5(X)-gram marker ot low birthweight may not have ihe same 
implicatioii^ for non white infants as for whites, however, this line of reason- 
ing IS overshadowed by th? more imposing fact that non white infants are 
twice as likely to be born at 'ow birthweight and twice as likely to die in the 
neonatal period as white infants 

The conclusion to be drawn from the complicated data on race, low 
birthweight, and race-speohc birthweight mortality rates is that the reasons 
for the risk differentials between white and bla^k newborns are not well 
understood The cumulative effects over tune of black poverty and lower 
social status, and the interaction of such factors with biological processes, 
undoubted!) hrive played a role in these ratia' differences, other facto"s 
remain to be defined Research should be pur'>uod to improve our unc .r- 
standing or thest important issues 
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/^v Teenage mothiTs and those ^i^e 3^ years or okiei lia\ o hii^her ratios oi 
low birlh\sf:^ht than mothers m their twf'ntiesand eari\ thirties The risk is 
highest tor voun^ mothers, especialK amoii^ \\ hites, hou v\ , child bearing 
m the teen ve^vs is more pre\ a lent among blai ks In 1"^80, 21 1 percent ot all 
black births \^ re to teenagers, compared with i2 1 perient oJ uhite births 
and 1^3 percent ot Hispanic births 

Studies indicate that \oung age is not an independent risk taitor tor lou 
birth weight Teenage mothers haw many other chai icteristics that ip' rcase 
the likelihood of a low-weight birth They are more likeK to be black, ot low 
socioeconomic status-, and unmarried than older mothers Also, the\ are 
shorter and lighter, less educated, and more likcK to report 'ate tor prenatal 
care than their older counterparts 

SihioaotwtviL Sttitu^ Low socioeconomic status (SES), measured in terms 
ot social class, 'ncome, ed ition, or censu > tract, is clcari\ associated with 
an increased risk uf preteri, icliyerv and IL'GR The literature suggests that 
at least some of the excess n-- arises trom separate tactors linked both to low 
social class and low birthw«Mght These include smoking, low maternal 
weight gam and short rtature, obstetric complications such as hypertens* ^n 
and preeclamj sia toxic condition ot late pregnancy), some types ..i 
genitourinary i-...t infections, and limited access to high-quaht\ prenatal 
care 1 he eft it of sol loeconomic status probably represents the sum ot many 
tajtors, e^ch ot which ma\ increase the risk ot poor pregnancy outcomes 

hiucafioii The risk ot low bjrthvveight declines sharpK among mothers 
with at least 12 years (>t education The relationship between education and 
low birthvs eight is independent ot maternal age and race The committee's 
analysis of national data indicates that the gap in low birthweight rates 
among mothers with difterent leyels ot education is not closing and ma\ be 
w'demng This finding is especially important giyen that the eduiational 
attainment of mothers has inireascd significantly during the past 10 to 15 
\ears The widening gap suggests that the poorly educated ma\ constitute 
an increasingly high-risk group 

Marital Statu'i Unmarried mothers have a consistently higher risk ot 
bearing a low birthweight infant than tHnse who are married 1 his r<sk is not 
attributable to differences in age or race m 1980, the low birthweight rate tor 
inti^.nts born to rnmarned mothers was 11 6 percent, compared with ^ S 
percent for bibies whose mothers were married The significance of man'.al 
status as a risk factor is underscored by the increase in child bearing among 
unmarried women tietween 1976 and 1981, the proportion of w hite mc-thers 
reported to be unmarried increased trom 7 penent to 12 percent, tor biaiks, 
the proportion increased trom 31 penent to penent 

Medical and Obstvtrtc Risks 

Mescal and oh'*etnc risks tor low birthweight can be divided between 
those detectable before pregnamv , suih as i hroniL I'lness in the mother or a 
histor\'of poor pregnancy oiitiome, and those that can he poted onl\ during 
pregnar>' y, such as placenta previa The committee tocused on a subset ot 
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these problems h\ pertensum preeclampsia, diabetes, obstetric histor\ (in- 
cluding prexious indiKed abortion) multiple pregnancy, and infection 

Hypertension Prccihimpsuj Hypertension is the disease most otten associ- 
ated with tetal growth retardution, it also ran be associated with preterm 
deli\erv In one studv popular '•n in the WOs, researchers found that 27 
percent ot lUCR with an idciititidble ca--;e could be attributed to severe 
preeclampsia, chronic hvpertens>ive \ascular disease, or chronic renal dis- 
ease ' Intants with lUGR were born to 30 percent of patients with a diagnosis 
ot chronic hypertension and to 46 percent of patients with severe preeclamp- 
sia Elevated maternal blood pressure also may cause preterm labor {often 
precipitated by premature detachment ot the placenta), or necessitate medi- 
cal inter\'ention to deliver the babv and thereby a\oid more senous prub 
lems 

D(a/v/t*s Maternal diabetes mellitus is trequently associated with babies 
born large tor gestational age, but the disease also mav lead to lUGR or 
preterm deliver\' In the past, diabetes-relaied premature births often re- 
sulted trom physician interventions to avoid unexpected intrauterine death 
These early deliveries were appropnate in some cases but not in others 
Improved management of diabetes and new techniques to assess fetal well- 
being, gestational age, and lung maturity have reduced the number of 
unnecessary early deliveries a'^sociated with maternal diabetes Premature 
delivery mav still be necessary in some cases, however, for pregnant women 
with insulin-dependent diabetes complicated by diabetic vasculopathy In 
such women, preterm delivery maV be required because of worsening mater- 
nal retinopathy, nephropathy, or hypertension 

Increasing evidence indicates that poor control of maternal diabetes dur- 
ing the early weeks of embryonic development mav contribute both to poor 
fetal growth and congenital defects Researchers have shown that excellent 
control of diabetes before conception and dunngthe early weeks of pregnan- 
cy can decrease the nskof fetal malformation,^ but the effects of such control 
on fetal growth have not been explored 

0/>s/t'/nt History Tiie history of a woman's previous pregnancies is d 
pnme importance in the prediction of a subsequent low birth weight infant A 
detailed study of the weights and gestational ages of all births in Norway 
from 1967 through 1973 showed that a premature first birth is the best 
predictor of a premature second birth and that growth retardation in a first 
pregnancy is the most powerful predictor of growth retardation in a second 
p egnancy ^ Previous fetal and neonatal deaths also are strongly associated 
with preterm low birthweight, and the nsk increases as the number of poor 
fetal outcomes increases 

The effect of the interaction between maternal age and birth order on low 
birthweight has been well documented The incidence of low birthweight is 
high for women between 15 and 19bearing their second or later child, low for 
women age 25 to 34 beanng their third or later child, and increases sharply 
among women having their first child after age 29 

Special tabulations on 1981 live births performed for the committee by the 
National Center for Health Statistics show that interval between pregnancies 
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iilsoattects low birth weight The risk is shiirplv dted tor dn intcr\ .il ot less 
than 6 months, docreiises moderateh trom 6 months to between 24 months 
and 36 months, <ind then rises gradualK However, short interpregnoncv 
interval is not associated with r.n increased risk of low birthuoight it the 
previous pregnancy ended in a tetal ueath 

Prci'}0Ui> JuducCii Alwtnm Because ubout 1,5(H),(H)0 legal induced abor- 
tions occur annually in the United States, the committee believed it was 
important to assess the impact of such procedures on the incidence of Ib'GR 
and preterm delivery in subsequent pregnancies A review ot the l.terattre 
showed that 

• the risk ot low birthweight or preterm delnerv in a pregnanc\ tollouing 
one that is terminated by v acuum aspiration i'bortion in the first trimester 
(the most common abortion procedure in the United States) is no greater 
than the risk of adverse outcome expected for a tirst pregnancy, and 

• the effect of multiple abortions on subsequent pregnancies is unclear, 
some studies have shown an increased risk of low birthweight and others 
have not — the outcome may depend on the type ot abortion procedure 
performed There is some concern that abortion techniques requiring cervi- 
cal dilatation of more than 12 millimeters mav lead to problems of cervical 
incompetence, and therefore an increased risk ot prematurity in subsequent 
piegnancies 

The committee concluded that research is needed to investigate further the 
relationship ot induced obortion to the outcome of future pregnancies 

Multiple Prcii^tuincy Pregnancies with twins, triplets, or more carry an 
increased risk both of preterm delivery and low birthweight Even at lull 
term, infants in plural deliveries are II times more likely to be of low 
birthweight than singleton delivenes Neonatal mortality also is greatly 
increased in multiple pregnancies, and morbidity is high among survivors 

itifectiotib A variety of infections have been linked with both preterm 
deliver)' and intrauterine growth retardation For some infectious agents, a 
causal role in low birthweight has been established, for others, the associa- 
tion is less clear Many of these infections can be prevented or treated, 
reducing the nsk of an adverse pregnancy outcome 

Congenital rubella syndrome and cytomegalovirus infection, both 
commonly associated with congenital defects, also can cause intra-uterine 
growth retardation The incidence of rubella virus infection in the United 
States and the number of congenitally infected newborns have decreased 
significantly smce the introduction of the rubella vaccine 

Untreated or inadequately treated symptomatic urinary tract infectionsare 
known to cause a yanety of problems for both mother and fetus, including 
low birthweight Pregnant women with no symptoms of such infections 
(asymptomatic) should be screened routinely for bactenuria (the presence of 
bactena in the unne), because symptomatic intections can be prevented in 
most patients by treatment of asymptomatic infections Culture techniques 
are inexpensive and easy to use, patients with known intections can be 
taught to culture their unne ^i home 

Another organism that may lead to low birthu eight as a result of maternal 
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gfnitouriniir\' infection is mvcopbsmti In one recent stud\, mvcopljsma- 
infected women treat*' ^ with a 6-week course ot er\thromvcin showed a 
nitirkedK reduced incidence ot lv)w birth weight ^ More research is needed to 
confirm this effect and tc^ explore its signifidnce 

Some researchers belie\e that certain genital pathogens ma\ trigger pre- 
term labor, as well ai> alfect intrauterine grcuxth To explore these rela- 
Monships further, future studies must examine comprehensu eh the flora of 
the cervix and \agina, identifv local and svstemic immune responses, and 
assess their combined influence on pregnanc\ outcome 



Tour t\pes (it research have been used to examine the effect of nutrition 
during pregnanc\ on birth outcomes animal studies, human war famine 
studies, nutritional intake fetal outcome correlational studies, and ex- 
perimental nutrition inter\ention studies The\ all point to the ci^mmon 
ti^nclusion that good nutrition has a positive influence on birthweight, but 
the extent of the effect is unclear The magnitude ot nutritional effects on low 
birthweight is not easilv assessed because nutritional status is difficult to 
isolate from other socioeconomic characteristics and because of the compli- 
cated relationship betwee.i prepregnant weight and weigfit gain during 
pregnane) While researcher^ have found pi.sitjve relationships between 
birthweight and nutritional status, there is wide \ariabilitv in the degree of 
these associations A r^?asonable conclusion is that poor nutritional status 
before pregnancv and iradequite nutrition during pregnanes have a nega- 
tive impact on fetal weight gain, thereb\' increasing the nsk of lUGK 

One recent stud;' explored the relationship between a mother's weight 
gain during pregnancv and the occurrence ot low birthweight b\ analv/ing 
da*^ from the 1980 National \atalitv and Fetal Mortality Surveys The invjes- 
tij jlors found that many groups of women known to have an increased risk 
ot delivering a low birthweight infant also were more likeh' to have inade- 
quate weight gains For example, they found that black mothers were twice 
as likelv as white mothers to gain less than 16 poi'nds during pregnvincv In 
addition, mothers 35 vearsof age or older and teenage girls were less iikelv to 
gain at least 16 pounds, as were unmarried women, poorlv educated 
women, and women of lower socioeconomic status A further analvsis of 
numerous risk factors among white mi)ther'. onlv indicated that, except for 
peiiod of gestation, weight gain has the strongest impact on birth Aeight ^ 



Sntohn^ Smoking is one ot the most important and preventable determi- 
nants of low birthweight in the I'nited States A recent survey of the litera- 
ture on smoking and birthweight indicates that smoking dun ngpregnancv is 
associated with a reduction in birthweight ranging from 150 to 230 grams 
This relationship has persisted for at least 20 years, despite reported reduc- 
tions in the a\erage tar and nicotine yields of cigarettes on the market "The 
"easi^ns for the detrimental effects of cigarette smoking are not iv undei- 
stood, but the fact that an estimated 20 to 30 percent i^f pregn< n women in 
the United Slates smoke und'.rscoies the importance of this risk factor 
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Ak\)ho!Us(' The data on maternal alcohol consumption and its association 
with low birth\/eight are not as unnorm as for smoking It is reasonabU 
certain that pregnant women who drink heavilv are at risk of deluering a 
babv with tetal alcohol syndrome— characterized by lUGR and a \ariet\ of 
other problems The impact of moderate a!ct*hol use is less dear A :483 
review of the literature suggested that regular drinking of fewer than t\;o 
dnnks per day orobably is not an important determinant of lUGR/ but two 
more recent studies contradict this conclusion In one, a prospective studv of 
30,003 pregnancies, women wno drank one or two drinks per dav pro\ed to 
have an increased nsk of IL'GR even after the figures were adjusted for 
maternal age, race, education mantal status, and a variet\' of other risk 
factors ^ 

Uncertainty over the effects of alcohol on tetal de\elt>pment uarrant«J 
caution th » Surgeon General of the United Sia' has adv.sed pregnant 
women n >t to drink alcoholic beverages 

Iatrogenic Rtsks 

Iatrogenic prematurit\ refers to the birth of a ph\ siologicallv immature 
and or low-weight infant who is delivered piematurely as a result of medical 
intervention Some cases are justifi.ible — the decision to end a pregnancv 
earlv may be made to avert more serious consequences for the mother or 
infant— but others are pructitior.ers' mistakes Studies conducted in ihe early 
and mid-1970s found that from 4 to 8 percent of infants admitted to neonatal 
intensive care units in three cities had been born prematureK as a result of 
labor inductions and electively timed cesarean sections 

Accurate prenatal assessment of gestational age, combined with selected 
usp of ultrasound examination and new techniques to test fetal lung matur- 
ity, could reduce the nu.nber of cases of accidental iatrogenic prematurit\ 
Iatrogenic prematurity also could be reduced by decreasing iSe number of 
primar)' and repeat cesarean sections 

EiJolvtng Corcepts of Rtsk 

A desire to improve the health care professional's abilitv to identitv preg- 
nant women at risk of a low -weight birth has led researchers to stud\ a 
variety o^ other possible risk factors Those described in the full report 
include stress, uterine irritability and the notion of "triggering factors," 
certain Cervical changes detected before labor begins, inadeqjate plasma 
volume expansion, and progesterone dcticienc\ The first three factors onlv 
are outlined below 

Stress The relationship between socioeconomic status and low birth- 
weight suggests that a woman's response to her en\ironmer ' may have an 
impact on pregnancy outcome, it mav be, for example, that p erty is a risk 
factor for low birthweight because of the high levels of stress associated with 
being poor Two types of stress have been exan^ ned in numerous studies 
physical stress and fatigue, particularlv as related to employment during 
pregnancy, and psychological distress .esulting from maternal attitudes 
toward the pregnancy or from external stressors in the environment 

Major studies of physical stress (usually in a work-related setting) indicate 
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that there mav be some association 
between lou birth weight (both lUGR 
and prematunty) and activities that 
require long periods of standing or 
other significant amounts of physical 
stress There is no conclusive evi- o 
dence, however, that maternal em- = 
ployment per se increases the nsk of S 
low birthweight | 

Numerous reports suggest a link ? 
between stress and conditions that i 
increase the nsk of lUGR and pre- | 
term labt)r, sucha*' reeclampsia, but ^ 
relatively little data exist to support a § 
strong, direct relationship between I 
maternal psychological stress and 1 
low birthweight Some data link psy- r 
chological stress to a number oi other 
poor pregnancy outcomes such as fetal distress, neonatal motor immatunty, 
perinatal deaths, and congenital anomalies 

Research in this ^"£.1 is plagued bv a 'anety of problems, including the 
absence of a clear measure, or marker, 'f stress Many studies suffer from a 
ma)t r methodological flaw— the stress is not assessed until after the event 
This introduces the potential for recall bias, which could increase the report- 
ing of stress among mothers with poor pregnancy outcomes Also, concepts 
and definitions of stress vary substantially among studies, and sample sizes 
are often too small to isolate specific outcomes such as low birthweight 
Finally, most current projects evaluating the effects of stress fail to control for 
smoking, a major correlate of low birthweight 

Utcrme Irntabtltty The concept of utenne irritability and the possibility 
that certain external factors can stimulate or "trigger" uterine confractions 
are just beginning to be explored Some studies suggest that excessive 
utenne activity may be a component of the events leading to preterm labor 
For example, in a recent study comparing the rhvthm uf uterine contractions 
in the latter part 0 pregnancy over a 24-hour penod in normal pregnancies 
and in pregnant women at high nsk of preterm labor, the women with 
normal pregnancies were found to have long periods dunng which the 
uterus was quiet each night In contrast, the high-risk women had utenne 
activity throughout the 24-hour cycle Assessing the extent ot utenne 
activity could be part of the surveillance of pregnant women at nsk ot 
preterm labor Similarly, it may prove prudent to advise high-nsk women to 
avoid those activities (which vary among individual women) that stimulate 
utenne contractions 

Cenncal Chans^es Recently, interest has grown in increasing the number ol 
cervical assessments made in later pregnancy in order to identify changes 
that occur several days and sometimes even weeks before the onset of 
preterm labor The presence of a short cervix or dilatation may lead the 
clinician to initiate sone form of intervention to forestall preterm labor Some 
prenatal care specialises advocate regular pelvic exams in later pregnancy to 
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detect these chanj;es, but others have expressed concern that these exams 
might lead to premature rupture oi the membranes or other problems \o 
conclusive data exist on the risks ot frequent cervical exams prior to term 

Risk Assessment 

In an effort to use risk factor data to help strdcture prenatal care tor 
pregnant women, researchers ha\e dt eloped a \ariet\ ot techniques *o 
measure risk status, including sconng systems (risk assessment mstru- 
mcnts) to distinguish women at high nsk of preterm labor and or IL'GR from 
women st low risk The committee examined the predictive capabilities of 13 
nsk classification systems, a complete description ot the results appears in 
the main report An important finding was that the majoritv ot these systems 
correctly identify a«^ high risk about 65 percent or more ot those pregnancies 
with eventual adverse outcomes 

In addition to distinguishing high-risk from low -risk women, well- 
constructed risk assessment systems have the potential to reduce the misdi- 
agnosis both of lUGR and preterm labor and are help ful additions to chnical 
judgement in evaluating the risk of low birthweight Thev also of*^ r the 
possibility ot grouping risk tactors by their preventabilitv or modifiabilitv. 
thereby suggesting possible interventions And risk asessment s\ stems can 
encourage more appropriate referrals for tare and more reasonable re.>ource 
allocations for the management of preterm birth 

The limitations of thtse instruments also must be recognized First, be- 
cause the performance of a risk assessment mstrument is to some extent 
dependent on the prevalence ii. a population of the adverse outcome being 
assesstxi, it is unlikelv to produ:e the same results in e\erv se^Mng Second, 
the instrument is a statement ot probabililv only and cannot be viewed as a 
definitive predictor for a specific woman Third, the instrument cannot be 
used in a rote manner to substitute for high-quality professional care The not 
infrequent occurrence of lou birthweight deli tries in low-risk women sug- 
gests that additional research is needed to impi ne the predictive capability 
of these s\ stems It also indicates that clinicians must be alert to the possibil- 
ity of lou birthweight ev.n in pregnant women judged to be at low risk of 
such an outcome 

Research 

A major theme that emerges from the voluminous information on the 
causes and risks of low birthweight is the critical need for additional research 
in many areas In particular, our understanding of the physiological pro- 
cesses involved in premature labor and I UGR is seriouslv inadequate Efforts 
to prevtTit low Pirlhweight will remain linited until more is known about 
basic causal J^itchani^ms 

In addition, more rt search is needed on spec.uc risk factors not only those 
somewhat specula tiw in nature, hut also those clear !\ linked to low birth- 
weight For example, litile is known about the ways in which race exerts an 
effect on birthweight, and prevention strategies aimjd at certain other risk 
factors, such as alcohol abuse, cou!^ be improved if there were a better 
definition of the magnitude of risk af v arious levels of ct»nsumption Studies 
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ot e\ oKinp concepts ot risk should tocus on both the nature and the magni- 
tude of the risk Stress, \anous infections, imidequate plasma volume expan- 
sion, uterir.c irritabilitv, and the other, son.euhat speculative risk factors 
noted earlier are potentialK \erv important in the development of lou 
birthweight and merit careful studv 

For both knoun and less certain nsk factors, eftorts should be made to 
distinguish nsks for ver\ low birthweight (1,5CK) grams or less) from risks tor 
moderately low birthweight (1,501 to 2,3(X) grams) at \arious gestational 
ages These subcategones of low birthweight may be associated vMth ditter- 
enl causal mechanisms and health consequences and theretore mav require 
different preventive inter\'entions 

Improved understanding of low birthweight also will depend on more 
timely data analvsis and reporting (particularlv of \ ital statistics data) and on 
greater uniformity of reporting procedures and terminology across states In 
addition, high pnonlv should be given to more detailed studies of selected 
cohorts of pn gnant women, because vital record data alone do not pros ide 
sufficient information on important aspects of maternal behavior (such as 
smoking) and pregnancy history or on the content of prenatal care 

All of these efforts will contribute to improvements in the science of risk 
assessment, among other benefits Additional ways to strengthen the impact 
of nsk assessment include establishing more uniform outcome definitions to 
allow comparisons among nsk assessment systeir^. testing of various risk 
assessment methods in the same population, testing of individual nsk as- 
sessment instruments on populations other than those contributing to their 
development, and designing systems to permit some degree of in- 
dividualization of the nsk score 

Opportunities for Prevention 

Against a background ot the data summarized briefly above on trends in 
low birthweight and on associated causes and nsks, the committee outlined 
several approaches to reducing the occurrence of low birth\v**ight in infants 
The next several sections descnbe those strategies found most promising and 
feasible 



PLANNING FOR PREGNANCY 

Numerous opportunities exist before pregnancy to reduce the incidence of 
low birthweight, vet these are often overlooked in favor of inter\'entions 
dunng pregnancy In a fundamental sense, healthy pregnancies begin be- 
fore conception Therefore, the co'^mittee emphasi7.es the importance of 
prepregnancy nsk identification, counseling, and risk reduction, health edu- 
cation related to pregnancy outcome generally and to low birthweight in 
particular, and full availability of family planning services, especially for 
low-income women and adolescents 

Prepregnancy Risk Identification and Reduction 

Among the nsk factors that can oe recognued and addressed before 
pregnancy are certain maternal chronic illnesses, smok - moderate-to- 
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heaw alcohol use, inadequate weight tor tieight, poor nutritional status, 
susceptibility to rubella and other infectious agents, age (under 17 and o\er 
34), the possibility of a \er\ short inter\a! betv%een pregnancies, and high 
pant\ 

Tor some of these factors, reducing the risk botore conception mav otter 
more protection than doing .o once pregnancv has be n establi*-hed For 
example, the famine <,tudies following World War II demonstrated the im- 
portance of adequate nutritional status during the period immediately before 
pregnane)' Similarly , *^ome chronic maternal illness such as hypertension 
or diabetes presents a less serious risk to both mother and fetus if the 
condition is adequately controllpH before pregnancv Also, reducing high 
levels of alcohol and tobacco consumption before conception mav exert more 
of a protective effect with regard to low birthw eight than reduction dunng 
pregnancv 

Accordingly, some experts have suggested that more attention be given to 
prepregnana' counseling aimed at detecting nsk factors and intervening, 
where possible, to reduce them Prepregnancy counseling is especially im- 
portant for women who already hd\e expenenced a poor pregnancv out- 
come As noted earlier, when a woman has had a preterm birth or a babv with 
lUGR, the risk of the same problem in si.osequent pregnancies increases 
substantially Health care professionals "^nould pa> special attention to risk 
factor identification and reduction in t'lese ' jmen 

Prepregnancy consultations should be available from a variety of profes- 
sionals in different settings Obstetricians and gynecologists, nurses and 
nurse-midwives, family planning personnel, and primary care providers 
generally should be made aware of the importance of prepregnancy risk 
identification Pediatncians, in particular, have an importar troletopla\ i or 
example, in working with families having a child born at low birthwe.ght, 
pediatricians and related health care providers can counsel about risk reduc- 
tion if a future pregnancy is anticipated Mso, in caring for adolescent girls, 
pediatricians and other primary care providers have an opportunity to re- 
duce selected nsks (for example, by immunizing againsi rubella) and to 
introduce basic concepts of planning for pregnancv 

Realizing the benefits of prepregnanc\ risk identification will require 
v/idcspread education of both health care professionals and the general 
public about this concept Success also will depend on the willingness of 
third-party payers to reimburse for such services and on the availabilit)' of 
health resources to manage problems rnce they ha\e been identified Fur- 
ther research is needed to define th'jse prepregnancy services f urtner and to 
determine their effectiveness 



A second strategy available before pregnancy involves health education 
related to reproduction Education about reproduction, contraception, preg- 
nancy, and associated topics already is provided in a vanetv of ways 
through public information campaigns, in school-ba«'jd classes, group ses- 
sions, lectures, and related printed matenals, and in various health care 
sett.ngs To increase the impact of these education programs on the problem 
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of low birth weight, thev should le expanded to include the tollowin^; si\ 

topics 

1 a descnption of the pnncipal fact Ois that place a woman at risk poor 
pregnancy outcome, including low birthw eight, 

2 the general concept ot reducing specific risks before conception and the 
advisability of counseling before pregnancy to identify and reduce risks 
associated with low birthweight, 

3 the importance of earU pregnancy diagnosis and of earh, regular 
prenatal Cf re (including hov\ to obtain such services), 

4 the importance of immunizing against rubella and of identifying other 
infection-related nsks to the fetus, 

5 the value of altenng behavior to reduce a range ol nsks associated with 
low birthweight, includin^ smoking, poor nutrition, and moderate-to-heavy 
alcohol consumption, and 

6 the heightened vulnerability of the letus to enyironmentdl and be- 
havioral dangers in the early weeks of pregnancy, often before pregnanes is 
suspected or diagnosed, and tlierefore the need to a\ cMd \-ravs, alco^.o) and 
drug use, selected toxic substances, and similar tnreats in the first 3 months 
of pregnancy 

These health education theme's should be included in a varietv of health 
care settings, including family planning clinics where many v omen o\ 
reproductive age receive care National organizations of family planning 
providers should promote the use of educational materials encompassing 
these themes, particularly for their clients who are considering becoming 
pregnant Private practitioners also should ofter comprehensive health edu- 
cation related to reproduction, incorporating these same topics 

Of equal importance are the sex education and family life education curric- 
ula and teaching materials ot schools Although these issues ma\ be dis- 
cussed in some settings, the little information av ailable on school-based 
health education suggests that thev are of low priority 



Family planning services should be an integral part of overall strategies to 
reduce the incidence of low birthweight Several studies suggest that family 
planning has made a considerable contribution to reducing the infant mortal- 
ity rate in the United States overihe past 20 years and has also pla\ ed a role in 
the gradual decrease in the rate of low birthweight 

Family planning helps to decrease the occurrence ot low birthweight bv 
reducing the number of births to women with a variety of high-risk character- 
istics, including extreme youth or age, a large number of pr vious births, 
chronic severe hypertention, severe heart aiid kidney diseases, and other 
nsk conditions These services als{ reduce the probabilities o( a low-u eight 
birth by increaseing the interval between births tor many v\ omen, an inter \ al 
of less than 6 months is associated with a sharpK elevated risk ot low 
birthweight 

1 he committee explored tht concept that famiK planning alsc> reduce^ low 
birthweight by increasing the proportion ot pregnancies that are intended 
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and u anted tit the time t inception It is cipparent tor example, that both 
teenagers and unmarried women experience hi);hor than a\erage rates of 
low birthweight, they also report higher »-ates of umn tended pregnancies It 
has been suggested that a womun who has planned tor iind welcomes her 
pregnancy will follow the h'^'^iih practices necesstirv to increase the chances 
of a successful pregnancy outcooie more adequately than a woman with an 
undesired pregnancy Recent data from the DHO National Natality Surve\ 
support this thesis In the portion of that survey toe used on married women 
only, wantedness of pregnancy had a strong relationship to seeking prenatal 
Care Women who w?nted a child at the time thev became pregnant were 
more likelv to receive care early in pregnane) than were those who would 
have preferred to have had a child at a later time Women who had not 
planned to have another child showed the mo^t delay in seeking prenatal 
care These factors accounted for about a third of the black wKit" differential 
in the number 'if prenatal visits 

Unmet Need for Family Planmng 

The large number ot unintended pregnancies in the United States, the 
percentage of women at risk of unintended pregnancy who do not use 
contraception, and the number of abortions indicate that existing family 
planning strategies are not fully adequate The reasons for this problem 
range from service inadequacies to the knowledge, attitudes, and practices ot 
individual couples 

The unmet need appears to be largest among two groups at particularly 
high n3k of low birthweight, the poor and the young It has been estimated 
that in 1981, about 9 5 million low-income and 5 million sexuallv active 
teenagers needed subsidized (i e , supported at least in part by public tunds) 
family planning care, but over 40 percent of both groups did not obtain 
medically supervised contraceptive care 

For this reason, the committee emphasizes the importance of Title X of the 
Public Health Service Act Title X autht izei: project grants to public and 
private nonprofit organizations for the provision of family planning services 
to all who need and want them, including sexually actwe teenagers, but with 
prioritv given to low-income persons The committee urges that federal 
funds be made generously available to meet the documented need for tamilv 
planning The Title X program and family planning ser\'ices generally should 
be regarded as 'm porta nt parts of the public effort to prevent low birth- 
weight 

The prevention ot unwanted pregnancies in sexually active adolescents, 
particularly those under 17 who are unmarried, should receive special at ten 
tion Infants born to members of this group have substantially higher rates of 
low birthweight, neonatal mortality, and postneonatal mortality and mor- 
bidity than infanN born to older mothers 



After a comprehensive review of the literature on the value of prenatal 
care, the committee concluded that the overwhelming weight of the evi- 
dence IS that prenatal care reduces low birthweight This finding is strong 
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enough to support a broad, 
national commitment to 
ensuring that a)l pregmmt 
women in the United 
States, especially those at 
medical or socioeconomic 
risk, receive high-quality 
prenatal care 

Prenatal Care Studies 

In reaching this con- 
clusion, the committee re- 
viewed two groups of 
studies designed to deter- 
mine the \ alue of prenatal 
care in the prevention of 
low birthw eight The first 
group consisted of studies 
involving large data sets, 
us'ially a year of li\ e births 
in a large geographic area 5 
or in the nation as a whole = 
The second included siud- r 
les evaluating the impact 5 
on pregnancy outcome of 
specific programs offering prenatal care and related services Conclusions 
drawn from both classes of studies are limited by a vanetv of problems 
inherent in all studies ot the effectiveness of prenatal care These problems, 
detailed in the full report, invoK e dittirulties in research design, inadequate 
definitions of the content of prenatal care, selection bias, and other issues 

The committee noted that a ;na)or theme of virtually all the studies re- 
viewed IS that prenatal care is most effective in reducing the chanct ot low 
birth weight among high-risk women, whether the risk deri\es fiom medic al 
factors, sociodemographic factors, or both This tinding has imp ortant 
implications ur 'argeting interventums, it also suggests that dittereiues 'n 
the risk stasis of \ arious studv populations mav partialK explain \ a utions 
in ine prenatal care effects obser\ed * oss studit-s 

All of the studies reviewed that are b«>oJ on large numbers ot cases, 
pc^rticularly those using vital statistics data, show that prenatal care exerts a 
positive effect on birthweight UnfortunaleU , because content ot prenatal 
care is not defined carefulh in ma nv of these studies, it is not possible to trace 
the benefits of care to specific aspects of the total care package 

More \ ariation exists among the results of studies evaluat'ng special pro- 
grams, although the mafontv show that prenatal tare is associated with 
improved birthweight Those special piograms that ha\e shown posit i\e 
impact on birthweight usually ofter prenatal care that goes bevond more 
routiiie ser\'ices to include flexible combinations of education, psvthtisocial 
and nutrition ser\ices, and certain clinical inter\entions suth as careful 
screening tor medical nsks and a rapid r.'sponse to the hrst signs ot cm'-Iv 
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labor The siiccesstul projects also otter a package ot serv'Ces that often is 
caretullv detined ard described in written standards 

The limited impact ot prenatal care suggested b\ some ot the special 
programs irav result from the tact that the care was not organized to address 
what IS now known about the causes and risks ot low birthweight For 
example, the care mav not have focused on surh factors as smoking reduc- 
tion, adequate weight gain, reducing alcohol and other substantj abuse, 
patient and provider education about prevention of prematuritv, or specific 
medical risks associated with low birthweight, such as bacteriuria 



Effect of Prenatal Care on He^ilth Care Expenditures 

The economic impact ot prenatal care and other strategies to reduce low 
birthweight is difficult to e\aluate becai se adequate cost information is 
rarelv available Ne\crthelej5, informed public polic\ require^ consideration 
of the costs as well as the benefits ot proposed health promotion strategies 

The committee found that while it was not possible to complete a tormal 
cost-effectiveness analysis ot each of the strategies it recomm^nc'td to reduce 
low birthweight, it was possible to estimate some of the fMancial implica- 
tions of providing prenatal services to certain groups of h:gh-iisk pregnant 
women 

The committee detined a high-nsk target population of wome^- with less 
than a high school education and on w'elfare, who otten do not begin prenatal 
care .n the first 3 months (trimester) of pregnancv The current low birth- 
weight rate in this group is about 1 1 5 percent The committee estimated the 
increased expenditures that would be required to provide routine prenatal 
care to all members of the target population from the first tnmester to the 
timeot deliverv These expenditures were compared with savings that could 
be anticipated through a decreased incidence of low birthweight resulting 
from the impro\ed utilization of prenatal care bv the target population 
These savings were estimated for a single year and consisted ot initial 
hospitalization costs, rehospitaluation costs, and ambulatory care costs as- 
sociated with general illness The many assumptions that shaped these 
calculations are detailed in the report 

The analysis showed that it the expanued use ot prenatal care i educed the 
low birthweight rate in the target group trom 11 5 percent to onlv 10 76 
percent, the increased expenditures tor prenatal services would be approxi- 
mately equal to a single year of cost sa\ings in direct medical care ex- 
penditures for the low birthweight intants born to the target population If 
the rate were reduced to 9 percent {the 1990 goal set bv the Surgeon General 
for a maximum low birthweight rate among high-risk groups), evcrv addi- 
tional dollar spent for prenatal care within the target group would save $3 38 
in the total cost ot caring for low birthweight infants requiring expensive 
medical care 

The committee emphasizes that net savings in governmenc expenditures is 
a limited criterion A society concerned with the health and productivity of 
all its citizens might v/ell choose tc reduce low-weight births through addi- 
tional investments in prenatal care or other approaches even if the budgetary 
outlays wert to exceed savings 
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ENSURING ACCESS TO PRENATAL CARE 

Eftorts to reduce the nation's incider^^^ ot low birthu eight ^usi include a 
commitment to enrolling all pregnant women in prenatc'" i> early in 

pregnancy Ironically, many of the women who now c Jequate 

prenatal care are those who would benefit the most . services-- 

those at greater than average nsk of a low birthweight ae. , iV In ad .liion, 
recent tvidence suggests that the trend throughout the U'^Gs toward im- 
proved use of prenatal services, particularly bv high-risk w.-r 3n, may have 
con^'- • ^ 1 halt National, state, and local data indicate that the proportion ot 
mothers beginning prenatal care in ^he^ trimester of pregnancy inrr*^asod 
steadily from 1970 to 1980, but thit this trend has levelled off or possibly 
reversed since 1981 The committee views with deep concern ihe possibility 
that the .lation's progress in extending prenatal benefits to all women ha': 
been disrupted 

The committee believes that full access to prenatal care will require a 
fundamental assumpt a of responsibility bv the public hector tor making 
such services available Federal leadership will be critical to achieving this 
pohcy goal, but spates also must Mtach high pnoritv to p' natal care At both 
levels, full supi- ' 'if the private sector and a greater commitment ot pubhc 
tunds will be required 

Defining the Problem 

If prenatal care is to become availabi ■ to all pregnant \. omen, the popula- 
tion of women receiving inadequate ot no prenatal care must be detined, 
circumstances analyzed to reveal why these women receive insutticient care, 
and then ways found to remove the barriers After reviewing numerous 
studies, the committee concluded that the ma)or barriers to earlv receipt ot 
prenatal care fall into the tollowinj* six categories 

• financial constraints such as inadequate insurance or lack ot Medicaid 
funds to purchase care, 

» limited availability ot ma. cu providers, partici^hrly providers 

willing to j^erve socially disad\ -^J ir high-risk pregnart women, 

• insufficient prenatal senices in some sites routinely used bv high-risk 
populations, such as Community Health Centers, hospital outpatient clinics, 
and health departments, 

• experiences, attitudes, and boliets among women that make them dis- 
inclined to seek prenatal care, 

• poor or absent transportation anc child care services, and 

• inadequate systems to recruit h ,rd- to- reach women into care 

Financial Constraints 

Numerous studies have sho\/n that the availabilit / ot fi'uds to co\er t' * 
costs of prenatal care influences women's decisions cooui seeking si 
services Ettorts to eliminate financial barriers can take manv forms, includ- 
:ng making private health insurance more aftordable for those without 
coverage who do not quilify for Medicaid, increasing support tor public 
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cigenciesthat serve sock e- ononMCtilK distidvtintaged groups, dnd improv- 
ing Medicaid an erage ot prenatal care The committee chose to tocus on the 
M* Jicaid program, the largest public program tinancing prenatal care 

Meduaid Covcras^c The Medicaid program is a crucial element in reducing 
the occurrence ot low birthweight, parti v because ot its capacitv to reduce 
financial barriers to care generally and thereby to increase the proportion ot 
low-income women seeking prenatal care The program is also of great 
significance because of the charactenstics of Medicaid recipients themselves 
Medicaid-eligible pregnant w . e-- are typically poor and single and otten 
have other nsk factors as wen, such as low weight tor height and short 
intervals between pre^'nancies 

Medicaid prenatal benefits hMve also been shown in a few studies to be 
cost-effective For example, in Calitornia, extending an improved set ot 
Medicaid prenatal benefits to selected low-income women between 1979 and 
19S2 was found to be cost-effecti\ e because it was associated with savmgs in 
the costs of caring for low-weight intants 

Support of the Medicaid program should be part of a comprehensive eftort 
to reduce the nation's incidence of low birthweight Changes in the program, 
a topic of considerable controversy in both Congress and state governments, 
should be dedicated to enrolling more eligible women in the program and to 
providing them with early and regular, high-qualitv prenatal care 

The Health Care Financing Administration (HCFA), in collaboration with 
the Division of Maternal and Child Health (DMCH), should establish a set of 
generous eligibility standards that maximue the possibility that poor \/omen 
will qualify for Medicaid coverage and thus be able to obtain prenatal care 
All Medicaid programs should be required to use such standards In particu- 
lar, eligibility standards should provide Medicaid coverage for pregnant, 
ind'gent women, regardless of their famuv composition or the emp'oyment 
status of the chief breadwinner in the family unit 

Further, Medicaid policies and reimbursement rates should reflect the 
high-risk nature of the Medicaid-eligible population Program policies 
should not set a limit on the number of prenatal visits, because these women 
may requiie more trequent visits and more speciali/ed care than low-risk 
women DMCH should develop a model ot prenatal care for use in publicly 
financed facilities, the model should be adopted by all Medicaid programs 
and be used to help structure reimubrsement policies HCFA and appropri- 
ate state agences should monitor adherence to this standard of care 

Maternity Care Providers 

Assessing whether ^re are enough prenatal care providers is a compli- 
cated task, in part because several different groups are involved Although 
obstetrician /gynecologists perform the majority of deliveries, family physi- 
aans and general practitioners perform almost 20 percent, and about 2 
percent are managed by certified nurse-midwives Moreover, a substantial 
amount of prenatal care (as distinct from deliveries) is provided by nurse- 
mid wives, nurse practitioners, and public health nurses The committee 
limited Its investigation to two provider groups obstetrician/gynecologists, 
because thev offer the majority tit maternity services, and a combined group 
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amsistin^ of cert i tied nurse 
midwnes and obstetrjcal 
nurse prtutitioners, because 
the\ otten Ctire for so- 
cioeconomicii llv disad- 
V.' aged women who are at 
elevated risk of low birth- 
w eight 

Ob^tctrn uvrCurtCiolo^i^i^ 
The number of private pnysi- 
cians providing prenatal care 
IS inadequate in manv parts 
of the country, of equal con- ^^«^"<>>™^^''»"'THDEFECTSFocNnAT.oN 

cern i^ the finding that the participation rate of obstetrician/gynecologists in 
Medicaid is relatively low and may be decreasing This limits the number of 
pnvate practitioners available to Ctire for high-risk, Unv-income women 

To overcome this problem, the ommittee recommends that HCFA de- 
velop a series of demonstration 'evaluation pRijects aimed at mcreasing the 
participation of obstetncian/ gynecologists in Medicaid Approaches should 
include reducing delays in reimbursement, increasing reimbursement rates, 
and increasing the number ot prenatal visits reimbursed bv Medicaid The 
results of these projects should be vigorously disseminated to policv leaders 

To the extent that provider attitudes are found to impede Medicaid partici- 
pation, local and national professional societies, including the American 
College of Obstetricians and Gynecologists, should undertake appropriate 
education to urge members to increase their Medicaid patient loads 

NursC'Midivwt'S ayid Obstetrical Nur^c Practitioners Certified nurse- 
midwives aitd obstetncal nurse practitioners have been shown to be particu- 
larly effective in managing the care ot pregnant women who artathighnsk 
of low birthweight because of social and economic factors These health care 
providers tend to r Aaie to their patients in a nonauthontanan manner and to 
emphasize education, support, and patient satisfaction For example, sever- 
al studies have shown that women served by nurse-mid wives are moro lii.ely 
to keep appointments for prenatal care and to follow specified treatment 
regimens 

The committee recommends that more reliance be placed on nurse- 
midwives and nurse practitioners to increase access to prenatal care for 
hard-to-reach, often high-nsk groups Maternity programs designed to serve 
high-risk mothers should increase their use of these providers, and state laws 
should be supportive of nurse-midwifery practice and M collaborations 
between physicians and nurse-mid wives/nurse practitioners 



Insufficient Prenatal Care Services 

Closely related to the issue of fini^ncial barners and poor provider availabil- 
ity is the evidence that in some communities there is an inadequate number 
of organized facilities, par^cularly publicly financed ones, providing prena- 
tal care to pregnant women who are unable or unwilling to use the private 
care system Often these are women who traditionally have relied for care on 
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tticthties suih as CoininaiuK MiMlth Lenti'is Matt-rmtv .iiul Intont L^rc 
Pro}otts hospittil outp.itKMit depart iiHMits .ind luvhh dep^irtnu-nts 

rhe im porta iia* ot such facilities derives not onl\ trom the ap.Kit\ to 
provide prenatal eare to groups otten outside ot the private praetite svstem, 
but also trom the tact that there are populations that m»n be better served bv 
public taciltties oltering a range ot services than bv phvstcians m private 
practice, who traditionally provide onlvniedical care The poor and the verv 
voung, as v\ell as those not yet part ot the mainstream culture, sueh as u'letit 
immigrants, ma \ benefit es pec la IK trom the outreach activ ities social uorl , 
and nutritional counseling otten provided tn such settings 

The committee emphasizes the important tutution ot these orgai i/ed 
tacilities, ebpeciallv local health departments, in the ettort to inert ase iccess 
to prenatal care Health departments are singled out tor detai!»'d discussu>n 
in the main report because virtualK everv person in the United States lives in 
an area that is served bv one, anu because they are known to be active 
providers ot prenatal care In tact, national and state data mdicarj that 
reliance on health departments for maternity care has increased m the l9HOs 
To address the unmet needs tor prenatal care, health depa» tments sho^»d be 
given increased resources Pv»'rv conimunitv is ditterent, however, and m 
some it mav be more appropriate to prov ide additional support to •^omnntni- 
tv Health Centers, Matcrnttv and Intant Care Projects, hospitol outpauent 
departments, or related settings 

Women's Experiences, Attitudes, and Beliefs 

Access to prenatal care also is attectedbv a pregnant woman's pe-ttptions 
ot whether care is useful, supportive, and pItMsant, bv her geneial knowl- 
edge about prenatal care, and by her cultural values and behtts Some 
women may fail to seek prenatal care earlv because thev lack information 
about the symptoms of pregnancv, the facilities that could assist them, or the 
importance of early care in averting the complications ot pregnancv 

Other women mav resist seeking prenatal eare because ot a language 
barncr, because of cultural beliefs that women should receive prenatal cart 
only from other women, because t*f conflicts over the life-style changes 
required to maintain a healthy pregnancy (e g , reducing smok ng and heavy 
drinking), because of a desire to conceal the pregnancy, or because ot 
previous unfortunate experiences with the health care system 

Two ma|or strategies exist to overcome these barriers genenl education 
about prenatal care and the development of a personal, ti 'ing env ironment 
in which to otfer prenatal services, especially tor socioetonomicallv dis 
advantaged women The following attributes should be built into thi*- 
environment (1) respect tor patients — their questions, problems, and timt, 
(2) accessibility, including easy availability of t'jie phone consultations, (3) 
continuity ot care in the patient- provider relationship, (4) small size or 
decentralization to avoid the teeling of a large, impersonal bureautracv, (^) 
responsiveness to ♦he concerns that are most salient to women in earlv 
pregnancv, such as l.'st trimester nausea and recognition ot the need tor 
emotional support and acceptance, (6) flevibilitv m the detinition of 
services — encouraging providers to help women obtain nonmedical be- 
nefits, and (7) an understanding ot cultural barneys 
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Transportation and ChtUi Care 

Pro\ ision o\ tMPsp inntum tind child care ser\ itt's should bo \ loued tis tin 
integral part of prenatal care tor low -income populations Distance and 
difficulty in arranj^ing l>abvsitting for other children can lead women to put 
ott seeking care unless an eniergenc\ occurs 

Increasing the Capacity for Outreach 

Sometimes health care programs must do more than provide an open 
door Thev must take the initiati\e to tind and educate women about the 
importance ot care Two strategies employed to accomplish this task in\ olve 

» use ot outreach personnel and the torging ot reterrai relationships with 
other service systems 

Outrmh Personnel In the tield ot maternity services, outreach personnel 
generally perform one or more of the following tasks identitving women 
requiring services and enrolling them in prenatal care, acting as an in- 
termediary between these women and the pro\ ider system to ensure access 
to needed services, and establishing ties to other social services to address 
the nonmedical needs of pregnant women The committee believes that the 
use of outreach workers is an eftective wav to improve access to care for 
ditficult-to-reach populations More research is needed, however, on the 
comparative advantages of different casc-finding approaches, the costs of 
different outreach systems and their effectiveness, and the tvpes ot person- 
nel best suited to various program goals and target groups 

Pro\(ram Links B r i n g i ng ha r d - 1 o - r ea ch wo m e n i n to ca r e a 1 s o ca n be a ceo m - 
plished by ^ rging strong referral relationships between prenatal ser\'ices 
and othe. ^rograms that are in touch with potential clients The Special 
Supplemental Food Program for Women, Infants and Children (WIC) is a 
good example of a program that can lead to increased use ot prenatal care 
WIC prenatal participants must document their pregnancv status, which can 
lead to entry into a prenatal care network Also, WIC sites are otten located in 
neighborhood or county health centers, adjacent to prenatal care clinics, and 
WIC personnel actively encourage prenatal care during nutritional counsel- 
ing 

A System of Accountability 

The committee believes that although many different factors contribute to 
the problem of inadequate access to prenatal care, an underlying cause is the 
nation's patchwork, nonsvstematic approach to making prenatal services 
available Although numerous programs have been developed in the past to 
extend prenatal care to more women, no institution bears responsibility for 
ensuring that such services are available to those who need them Without a 
structure of accountability, gaps in care will remain and efforts to expand 
prenatal services v\'ill coni-nue to face major organizational and administra- 
tive difficulties The committee recommends that federal and state govern- 
ments take specific actions to assume such responsibility 
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Government Acttons 

The federal government has long been or rt^cord as supporting prenatal 
care For example, the 1981) Public Health Service report Proimititis^ Health' 
Priwntiti}^ Discai^c Object ircs for the Niitwu sets specific goals for reducing the 
number of women who receive inadequate prenatal care and for eliminating 
variations among groups in access to such services ^ To meet or exceed these 
goals, the committee believes that the federal government should take the 
following specific actions 

• provide sufficient funds to state and local agencies to remove financial 
barners to prenatal care (through channels such as the Maternal and Child 
Health Services Block Grants, Medicaid, health departments. Community 
Health Centers, and related systems), 

• provide prompt, high-quality technical consultation to the states on 
clinical, administrative, and organizational problems that can impede the 
extension of prenatal services, 

• define a model of prenatal services for use in public facilities providing 
maternity care, and 

• fund demonstration and evaluation programs and support training and 
research in these areas 

States should take a complementary leadership role in extending prenatal 
services This could be accomplished by designating one organization — 
probably the state health department— as responsible for ensunng that 
prenatal services are available and accessible in every community Through 
such an organization, each state should 

• assess unmet needs for prenatal carp, 

• serve as a bi oker to contract With pnvate providers to fill gapj in services, 
and 

• where necessary or preferable, provide prenatal services directly 
through facilities such as Community Health Centers and health department 
clinics 

In addition, the state should designate a local organization in each commu- 
nity to be the "residual guarantor" of services — to arrange for care for 
pregnant women who still remain outside of the prenatal care system In 
many areas, the local health department would logically fill this role 

System Development 

To begin the development of a functioning system of responsibility and 
accountability, the committee recommends that the Secretary of the Depart- 
ment of Health and Human Services convene a task force charged with 
defining a system for making prenatal services available to all piegnant 
women Such a group must include representatives from Congress, the 
Public Health Services, HCFA, state governments and health authorities, 
maternity care providers, and consumers 

This task force should focus on four specific issues (1) how to bring 
together the knowledge and general goals of maternal and child health 
programs with the "financial power" of the Medicaid program, (2) what can 
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bv learned from existing expenencL' with the re^ionjlii^tition ot perinatal 
ser\ices, (3) how to make state and national data systems more usetul m 
assessing unmet need tor prenatal ser\ ices and, more generallv , in monitor- 
ing the impact of various maternal and child health programs, and (4) how to 
ensure that prenatal care is financed adei^uatelv in times ot cost containment, 
when preventive services often lose the competition tor dollars 



IMPROVING THE CONTENT OF PRENATAL CARE 

Participation in conventional prenatal care programs is associated w ith a 
reduced incidence of low birthweight The committee believes, however, 
that enhancing the content of prenatal care could increase its contribution to 
the development of healthy infants This section focuses on ways to 
strengthen prenatal care for all women, for women at elevated risk ot pre- 
term delivery, and for women at cle\ a ted nsk ol intrauterine growth retarda- 
tion (lUGR) It also examines interventions closelv associated w'lth prenatal 
care that may help to reduce low birthweight, including smoking reduction 
programs, nutritional services, and stress alleviation approaches Finally, 
recommendations are made for specific actions on content of care issues bv 
the federal government and by profLSsional societies representing the majc^r 
maternity care providers 

Revisions In Care For All Pregnant Women 

The committee has identifit^d seven components of the prenatal care 
off. red to all pregnant womer that merit increased emphasis in the effort to 
imp.ove pregnancy outcome generally and to pr»^\ent preterm deliver^ and 
lUCR in particular 

/ Ls,tabltshm^ Specific Goals Greater efforts to organize prenatal care 
around explicit goals can help focus the attention ot the patient on the 
purposes of the prenatal visits and engage her more in her own care The 
process of establishing goals also can help the practitioner to structure 
appropriate interventions and to consider the combination of prenatal serv- 
ices that should be provided to each pregnant woman 

Defining the prevention of low birthweight as a ma)or goal of prenatal care 
may require adjustments in clinical practice For example, reducing the risk 
of prematurity or lUGR may require more emphasis on screening and 
counseling early m pregnancy At present, prenatal care seems particularly 
oriented toward the prevention, detection, and treatment of problems that 
are manifested m the third trimester, particularly preeclampsia — thus the 
emphasis on blood pressure monitonng, screening for proteinuria, attention 
to possible edema, and increased frequency of prenatal visits toward the end 
of pregnancy By contrast, the goal of preventing low birthweight requires 
additional attention during the first and second trimesters especially, to 
screening, diagnosis, am reatment, as early as possible, of conditions that 
predispose to preterm laf or or lUGR, such as smoking and poor nutritional 
status Many of the other aspects of prenatal care outlined below also merit 
attention early in pregnancy, such as the education topics 
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2 Rid As'^esmetU Prenatal care should include formal identification and 
evaluation of risk This should be a dynamic process that begins at the first 
visit and is attentive to developing problems throughout pregnancv Risk 
assessment can help to increase the flexibility of prenatal care, which is 
especially important for women in soaally disadvantaged, high-nsk groups, 
set packages of prenatal care often do not address their multiple problems It 
can also help ensure that certain problems and risk factors are both dete ted 
and managed propeily 

3 Pregnancy batm^ Accurate dating of pregnancy is a cornerstone of 
good prenatal care Without it, a clinician is less able to detect intrauterine 
growth retardation, to determine if labor is premature and the extei t of the 
prematurity, or to avoid accidental prematurity following laboi 'nduction or 
an elective cesarean section 

Th e minimum data required to determine gestational age include the date 
of the last menstrual penod, utenne size by pelvic exam dunng the first 
tnmester, the time of quickening, the first time fetal heart tones are heard 
Without amplification, andsenal fundal height measurements after20 weeks 
gestation 

4 Ultrasound Imaging A federal consensus development conference in 
1984, sponsored jointly by the National Institutes of Health and the Food and 
Drug Administration, concluded that available data do not support routine 
ultrasound examination of all pregnancies, but identified almost 30 specific 
situations in which ultrasound is useful Among these are many indica- 
tions relevant to the prevention of low birth weight For example, when a 
utenne size/date discrepancy occurs, ultrasound can help establish gesta- 
tional dge 

5 Detection and Management of Behavioral Risks Prenatal care should in- 
clude explicit attention to detecting and managing behavioral risks associ- 
ated with low birth weight, especially smoking, nutritional inadequacies, 
and moderate-tO'heavy alcohol use In many settings, intervention options 
to overcome these problems are limited to physician or nurse counseling, in 
others, more formal programs are a^Milable on a referral basis 

6 Prenatal Education Health education for women who are pregnant or 
contemplating pregnancy should be expanded to include greater emphasis 
on behavioral risks in pregnancy, early signs and symptoms of pregnancy 
complications such as preterm labor, the role that prenatal care plavs in 
improving the outcome of pregnancy, and related topics detailed in the main 
report 

Unfortunately, prenatal care education and counseling services are often 
inadequate, particularly for high-risk groups Problems that may interfere 
with effective education of pregnant women include the short time typically 
scheduled for each prenatal visit, third-party reimbursement policies that 
pay for diagnostic and therapeutic procedures but ignore provider costs 
related to patient education, and lack of patient-education interests and skills 
on th e part of many physicians In many settings, nurses and related person- 
nel may be more appropnate than physicians as providers of prenatal educa- 
tion 

Childbirth education classes have not been shown to have an impact on 
the inadence of low birthweight, probably because they usually begin in the 
third tnmester of pregnancy and focus pnmarily on labor and delivery To 
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increase their role in the pre- 
vention of low-weight births, 
these classes should begin 
earlier, place greater empha- 
sis on tne prenatal pcnod and 
the risk factors described 
above, and make a greater 
effort to enroll women from 
lower socioeconomic groups 
7 Health Care System Fac- 
tors Prenatal care providers 
should organize their pro- 
grams to manage a wider 
variety of patient problems 
and nsk factors than is usual- 
ly possible in many prenatal 
care settings, particularly 
those in the private sector 
Nutntional counseling, psy- 
chosocial counseling, strate- 
gies to modify smoking and 
other health-compromising Jwhaviors, and related services should be pro- 
vided directly or through a well-organized referral svstem In addition, care 
should be provided in a comfortable atmosphere that underscores the im- 
portance of two-wa\ communication — patients should receive full answers 
to questions about their pregnancies and should be encouraged to report 
relevant symptoms or problems 

Prenatal Care for Women at 
High Risk of Preterm Delivery 

Information on the causes of low birthweight and the risk factors associ- 
ated with it has led to the development ot se\eral innovative progr»ims 
designed to prevent preterm delivery Those described in the committee's 
report include the March of Dimes Birth Defects Foundation's Multicenter 
Prevention of Preterm Delivery Program, which originated at the Universitv 
of California at San Francisco, the Los Angeles Prem»iturity Prexention 
Program, implemented in selected health centers that pro\ide prenatal care 
for the Harbor-UCLA Medical Center, and the French Prematuritv Prexen- 
tion Program, which started in the early 1970s in Haguenau, France 

Preliminary data from these ard other programs suggest several enrich- 
ment*- to b?sic prenatal care that mav increase the likelihood of lull-term 
births to women at high risk of preterm deli\er\ 

• repeated nsk assessments, 

• expanded patient education, and 

• increased provider education 

A woman who is at higher than average risk ot preterm labor mav benefit 
from repeated risk assessment as her pregnancy proceeds In particular, 
women who have been defined as high risk because of a previous preterm 
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birth or mid-pregnancy loss may require additional cervical assessment*- in 
the second half of pregnancy to check tor earl\ signs of dilataticn oi eftace- 
ment The committee is aware that the value and risks of repeated pelvic 
examinations in later pregnancy have not been clear! v assessed 

Women at elevated risk of preterm dehvery should also bo offered special 
education about the factors associated with prematurity, the importance of 
early detection of the symptons of preterm labor, such as bleed'ng and 
penodic » ontractions, how to detect mild utenne contractions and how to 
differentiate normal contractions that often occur throughout pregnancy 
from those signaling early labor, and what to do when the signs and symp- 
toms of preterm labor appear, including how to contact an obstetric care 
provider for consultation and help Efforts to arrest preterm labor tsuch as 
use of tocolytic drugs, described below) hinge on its early detection and 
prompt management 

High-risk women also should be taught to identify and lessen events in 
their daily lives, such as physical stress and strenuous exercise, that can 
trigger utenne contractions, which in turn might lead to preterm labor The 
research data supporting such advice are still tentative, but common sense 
and chnical |udgment support such caution 

To complement patient education, provider education should include 
increased emphasis on the importance of being receptive to patients' com- 
plaints, some of which may indicate early signsof preterm labor, the uses of 
hospitalization for women with suspected preterm labor, and the various 
approaches available for arresting true preterm labor, such as tocolysis 

Tocolysis involves the use of specific drugs to inhibit preterm labor The 
one such agent licensed for use in the United States is ritodrine hydrochlor- 
ide Widespread experience with tocolysis indicates that it can be beneficial 
m some individual cases of threatened preterm labor, but that the current 
generation of tocolytic drugs does rot offer a long-term solution to the 
problem of prematurity Some patients with preterm labor have medical or 
obstetric complications that caution against the use of tocolytic durgs, and in 
some situations delivery may be in the best interests of the mother or fetus 
Important side effects can follow th? use of tocolytic agents, rarely, complica- 
tions may be life-threaterting or even fatal 

The number of cases in which tocolytic intervention is successful uould 
probably increase if patients and providers were better informed about the 
early signs and symptoms of preterm labor, the vital importance of early 
diagnosis, and the appropriate use of tocolytic drugs Currently, only about 
one third of pregnant patients who arrive at the hospital in preterm labor are 
suitable candidates for this form of therapy 



Many of the risk factors linked to preterm labor also are associated with 
lUGR, thus, some aspects of prenatal care that help to avoid one typo of low 
birthweight also may help prevent the other For example, careful risk 
assessment is as important for lUGR detection and treatment as it is for 
prevention of prematurity 

Unfortunately, the data available to suggest new clinical directions for 
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lUGR reduction are more limited than those for preterm delivery The 
literature suggests simplv that clinicians caring for pregnant women at 
elevated nsk of IVCVk should place extra emphasis on 

• reduction of behavioral nsks such as smoking and alcohol ust, 

• nutritional surveillance and counseling — maternal preconception 
weight and weight gain dunng pregnancy, especially during the third 
tnmester, are important determinants of birth weight, and 

• early diagnosis and effective management of lUGR through iccurate 
assessment of gestational age and fetal growth and maturity, ultrasonogra- 
phy can help in meeting such goals 



Because many of the risks associated with low birthweight have a be- 
havioral basis, the committee examined selected interventions designed to 
reduce these risks, including smoking reduction strategies and nutritional 
intervention programs such as the Special Supplemental Food Program for 
Women, Infants and Children (WIC) The committee also evaluated stress 
and fatigue abaterrent approaches, although the evidence that these factors 
contnbute to low birthweight is controversial The inter\'entions reviewed 
are not, stnctly speaking, components of prenatal care, but they should be 
adjuncts to more routine prenatal ser\'ices 

Smokwg Reduction 

The committee urges that efforts to help women stop or reduce smoking in 
pregnancy become a ma)or concern of obstetric care providers About 20 to 25 
percent of women who smoke at the beginning of pregnancy quit on their 
own at some time dunng the 9 months Controlled studies suggest that 
aggressive inter\'ention programs can encourage up to 30 percent more to 



Several themes derived from the literature on smoking intervention pro- 
gram^ can aid practitioners in establishing effective strategies 

• counseling by a woman's physician or other primary clinician appears to 
be among the most effective intervention strategies for the pregnant 
smoker — group counseling appears to be less effective, 

• social support appears to be a critical factor in changing smoking 
behavior — spouses or partners and other family members should be in- 
volved in intervention efforts, 

• smoking reduction deserves high pnority, but prenatal care providers 
should be reasonable in their expectations of the pregnant woman — «:hc is 
probably being asked to make many changes in her life at a time when she 
may be unusually tired and anxious about a range of sexual and social 
changes associated with pregnancy and planning for a new baby, 

• the mass media can plav a motivating and reinforcing role in encourag- 
ing changes in smoking habits, but are probably insufficient as f^e sole 
approach Cigarette labels that explicitly warn of ^he dangers of smoking 
during pregnancy should supplement other public informatum strategies, 
and 
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• research on smoking and pregnane; should receive high priontv — 
important topics include how to structure interventions to reach specific 
high-nsk groups, the motivations of women who do stop successfully during 
pregnancy, the role of social supports such as the spouse, and how to 
encourage continuation of nonsmoking behavior after deliverv 

Nutrttsonal Intervention: VV7C 

The data on nutrition and pregnancy outcome support the view that 
nutntional assessment and services should be major components of high- 
quality prenatal care, especially for women at elevated nsk ot lUGR Accord- 
ingly, the committee examined the value of the Special Supplemental Food 
'rogram for Women, Infants and Children (WIC), which pro\ides one ot the 
pnncipal data sets demonstrating the importance of nutrition to birthweight 
and represents a ma)or public investment in the nutritional well-being of 
women and children WIC is a three-part intervention program in\o!ving 
supplemental food, nutritional counseling, and close ties to prenatal services 
for nutntionally and financiallv high-risk women Evaluation studies have 
shown that WIC participation is associated with improved pregnancy out- 
come, including increased birthweight among babies of participating 
women The results also seem to indicate that longer penods of partici- 
pation in the program dunng pregnancy (i e , more than 6 months) are 
associated with greater weight gains 

Based on such studies and others reviewed in the main report, the commit- 
tee recommends that nutritional supplementation programs such as WIC be 
part of a comprehensive strategy to reduce the incidence of lov birthweight 
among high-risk women and that such programs be closely linked to prena- 
tal care 

Stress and Fatigue Reduction 

A vanetv of approaches have been organized to reduce the amount of 
stress expenenced bv pregnant women Some are concerned primarily with 
physical stress and fatigue, others more with psychosocial and emotional 
stress 

The prematurity prevention program in France, mentioned earlier, 
emphasizes reduction in physical stress tor women with several nsk factors 
(especially a history of preterm delivery, incompetent cer\'ix, or a particularly 
strenuous life-style) These women mav be advised to take a leave of absence 
from their |obs or get additional help at home 

The prematunty prevention program at the University of California at San 
Francisco addresses psvchosocial and physical stresses simultaneously 
Through a continuing education program, nurses are taught to recognize 
excessive tatigue or anxiety in their maternity patients and to help the 
women find solutions to their problems High-risk patients also receive 
psychological support dunng pregnancv from a member ot the "Preterm 
Labor Support Croup," which consists of other women who have expen- 
enced preterm labor 

Another potentiallv important stress reducing intervention is maternity 
leave The patchwork arrangement in this country of sick leave, disability 
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leave, leave without pay, and oiher lea\e categories is not adequate to 
provide job secunty for pregnant women and new mothers who participate 
in the labor force The committee recognizes thai revision of maternity 
policies IS a complicated issue, but suggests that more adequate riaternity 
leave, particularly for certain high-risk women, could contribute lo a reduc- 
tion in low birthweight, among other benefits At a minimum, labor unions, 
women's groups, and health professionals should explore this issue 

Encouraging Change in Prenatal Care 

To encourage the provision of improved, more flexible prenatal services, 
particularly for women at high nsk of low birthweight, the com mittee recom- 
mends four specific strategies 

• The professional societies that represent the principal maternity care 
providers should carefully review the suggestions made by the committee 
regarding prenatal care to determine whether their general guidelines for 
clinical practice should be revised and ennched accordingly 

• The Division of Maternal and Child Health (DMCH), in concert with 
both consumer and professional groups concerned with prenatal care, 
should define a model of services to be used in publicly financed facilities that 
provide care to pregnant women This model should be updated and revised 
frequently to incorporate new knowledge and experience, and should not be 
used in a way that discourages research on improved approaches to prenatal 
care 

• The professional societies of the ma)or maternity care providers should 
undertake programs to educate their members about the prenatal care issues 
highlighted by the committee Suggestions for continuing education strate- 
gies are outlined in the complete report 

• Third-party reimbursement policies should reflect the common need of 
high-nsk women for more intensive prenatal services, the importance of 
prenatal care being tailored ti' the needs of ndividual women and thus 
vanable m its content, the value of counseling and education to reduce 
behavioral nsks such as smoking, and the importance of ancllary ser\'ices 
such as transpi "tation to health care facilities The federal model of prenatal 
care should emphasize these themes, and labor unions, businesses, and 
other organizations should incorporate them into negotiations over health 
insurance benefits 

Research Needs 

Major progress in reducing low birthweight will require a far more soph- 
isticated understanding of prenatal care content than now exists Research 
on the content of prenatal care should be a high funding priority for founda- 
tions, public agencies, and institutions concerned with improving maternal 
and child health This research should focus on three major areas (1) descrip- 
tion and analysis of the current composition of prenatal care, (2) assessment 
of the efficacy and safety of numerous individual components of prenatal 
care, and (3) evaluation of certain well-defined combinations of prenatal care 
interventions designed to meet the widely varied needs and risks among 
pregnant women 
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Current Prenatal Care 

The Assistant Secretary for Health should take the lead in organizing 
activities to increase our knowledge of current prenatal care practices Exist- 
ing surveys conducted by the National Center for Health Statistics could 
include a speaal emphasis on prenatal care content Consumer expenence 
with prenatal care should be ai alyzed and the professional societies of the 
ma)or maternity care providers should be consulted about ways to survey 
their members regarding various content issues In some instances, direct 
studies of provider practices may be necessary 

Individual Components of Care 

During Its study, the committee compiled a long list of research topics 
involving specific interventions m prenatal care They are listed in the full 
report and span both clinical topics and environmental/behavioral topics 

Combinations of Interventions 

Both public and private institutions should support studies to assess the 
effectiveness of well-defined combinations of prenatal interventions ip 
reducing low birthweighl and improving infant health generally In particu 
lar, these studies should assess the merits of different prenatal care strategies 
for women at elevated risk of prematurity or lUGR 

Too often, research on prenatal care has been oriented toward the broad 
question of whether it improves pregnancy outcome The appropriate goal 
now IS to identify the components and combinations of prenatal services that 
are effective in reducing specific risks for well-defined groups of women 
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A PUBLIC INFORMATION PROGRAM 

I he committee helie\es that .i caretulK designed long-term public m- 
tormalion program could tontrbiite to the pre\ention of Io\n hirtlns eight 
SiKh a program could help cre.Ue a ilimate in w hich change and pri>gressare 
possible an'j also cMivey spentit tvf . ot inlormation 1 ollowmg a re\ lev >t 
the basic elements that constitute a suuesstiil health intormatum campaign, 
Ihecommtte'jsketrhed the broad o"tlinesot a pn^gram directed at pre\e'*t- 
mg low birthu eight 

The plan incnrporates two ma)o,' obiecti\»» I he tirst is to call the problem 
ot low birthweight to the publu s attention ar ' 'o remtorce its importance 
with the nation's leaders The secor,, is to help reduie 1o\n birtluNeight bv 
L.oneving a set ot ideas to the public abiuit aM^dance ot important risk 
tactors 

Public Awareness 

Public awareness of the low birthweight problem is heigntened b\ the 
release periodnally of ma)or leports by a vanet\ ot public and private 
organ "ations interested m maternal and child health These reports, aimed 
at the nation's opinion leaders, are major resource documents tor auminis- 
trators, planners, legislators, and the news media 

Because reports compiled and disseminated bv the federal go\ernment 
often receive particularly widespread attention, the committee recommends 
that the office ol the Assistant Secretary for Health devek^p and publicize a 
report e\ery 3 years on the nation's progress in reducing low birthweight 
This report should explore trends m low birthweight and present now 
iiitormation on causes and risks tor both prematurity and intrauterine 
growth retardation (lUGR) Successtul programs to combat birthvN eight 
should be descrit^ed and research pnorities outlined The development, 
presentation, and dissemination ot the report should be managed to roach as 
many concerned groups and individuals as possible Additionally, the 
annual statistical profile ot the nation's health developed bv the National 
Center for Health btati.tics, Ikalth Ihutcd States, periodically should include 
a special supplement or profile on low birthu eight and its pre\ention 

An Information Campaign 

Defining the audience is a crucial step in any publ'. information program 
The committee considered carefully w'lether suih a program on preventing 
low birthweight should tocus ( n only a few t.nget groups or on the popula- 
tion generally and again reviewed the literature on risk factors and causes ot 
preterm labor and lUGR Because many of the risk factors for low birth- 
weight are widely distributed throughout the population, and because a 
substantial amount of low birthweight occurs among women judged to be at 
low nsk, the committee concluded that the program should embrace a broad 
audienc^ Within this program, however, a specal subset ot messages 
shoulc Iso be developed to reach three high-risk target groups pregnant 
smokers, young teenagers, and socioeconomicallv disadvantaged women 

Overall, the public information initiative should have two themes (1) 
planning tor pregnancy and (2) adopting good health practices in the 



411 



385 



childbearing \tMrs, espmolK during progPtiriLA, in the full report, se\c*rtil 
more specihc topus tire suggest-'d Messages based on these themes should 
be de\ eloped iind market tested ttu nsure their tuceptabil it v to a wide \ ,i net v 
ot audiences Television, radio, and the print media should be used ex- 
tensively, as should education.il materials prepared tor u^e m health care 
settings and schools The commutee urges that particular attention be gi\ en 
to the posHbilitv ot integrating health-related messages into thestorv lines ot 
television sht manv high-nsk women are members tit groups that are 
known to watch davtime television, especially soap operas 

This public inforiiidtion program LlearK needs an organisational home 
and strong leader hip The committee urges that the leadership responsibil- 
ity be iSumed b\ the Healthy Mothers, Healthy Babies Coalition, a 4-vear- 
old consortium ot voluntary, professional, and governmental ^roups The 
coalition should establish a tormal executive secretariat to provide stability 
and permanence Both public and private tunds should be provided to the 
coalition in amounts adequate to the task of leading a major public informa- 
tion campaign Aciiyihes should include the production and distribution ot 
high-quahty, well-tested public intormation materials 

The committee emphasizes that this public information initiative should 
be only one element in a more comprehensive program to reduce low 
birthweight Public messages stressing the importance ot prenatal care must 
coincide with a commitment to making prenatal jare more accessible, just as 
messages to decrease smoking in pregnancy must be reinforced and elabo- 
rated in individual otfice and clinic settings To be successful, the informa- 
tion campaign must carry scientifically accurate messages and receive full 
social and political support 
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